THE LANCET 


Journal of Fritish and Foreign Medicine, Surgery, Pbstetrs, Phpsiology, 
Chemistry, Pharmacology, Public Bealth, and sews, 


TELEGRAPHIC AppREss-LANCET, WESTRAND LONDON 


TELEPHONE NuMBER—GERRARD 63566 


No. I. or Vou. I., 1919. 
No. 4975. Vol. CXCVI. 


LONDON, SATURDAY, JANUARY 4, 1919. 


Price 10d. 


XFORD MEDICAL PUBLICATIONS. 


IN THE PRESS. 
WAR NEUROSES AND SHELL SHOCK. 
By F. W. MOTT, R.A.M.C., F.R.S., 
Brevet Lieut.-Colonel, Senior Consulting Neurologist to the Mauds'ey 
Neurological Clearing Hospital, Denmark Hill, 
Demy 8vo. Cloth. Illustrated in Black and White, with 3 Colour Plates. 


ORTHOP DIC EBFFBCTS OF GUNSHOT WOUNDS AND 
THEIR TREATMENT. 
By 8S. W. DAW, M.B., F.R.C.S.. 
Assistant Surgeon, General Infirmary; Hon. Demo 
Anatomy, Leeds University ; Captain R.A.M.C. (T.). 
Foolscap 8vo. Cloth. Illu,trated. 


Henry Frowde and Hodder & Reesanann, Oxford Press Warehouse, 
Falcon-square, London, kK. C. 1, 


Price 18s. net. Post free (inland) 9a. 
NineTeenta Epirion (REPRINTED). 


s COMPANION. 


Price 10s. 64. net ; post free (inland) 10s. 10d. 
Seconp Epition (Revisep). 
SQUIRB’S POCKET COMPANION. 
Published by J. & A. Churchill, 7, Great Marlborough-st., London, W. 1. 
” (See Advertisement on p. 13. 
As at present arranged, 
HE PROBLEM OF NERVOUS 
BREAKDOWN, by Kowrn L. Asx, M.D, 
wiil be by & Ltd., 41, Rupert-street, w., 
a 


Sccand Witton. 8 Plaves and 36 Figs. Price 78. 6a 


ELLAMY GARDNER’S 
SURGICAL ANASTHESIA. 
foeus much valuable information.”—Brit. Mev. Jour. 
ont Bailliore. Tindall & Cox, 8, Henrietta-st., Covent Garden, W.C.2. 


Y SIR WILLIAM BENNETT, 
K.0.V.0., F.R.C.S. 


Crown 8vo 5s. net. 
INJURIES AND DISEASES OF THE KNEE-JOINT. 
With 34 Illustrations. 
Nisbet & Co. 
Also 
8vo. 6s. FourtH EpitTion. 

MASSAGE AND MOVEMENTS IN RECENT FRACTURES; 
SPRAINS AND THEIR CONSEQUENOES; RIGIDITY OF THE 
SPINE AND THE MANAGEMENT OF STIFF JOINTS. 
With 23 Illustrations. 


Longmans, Green & Co. 


Just PUBLISHED. Pp. viii. + 342. Price 7s. 61. net. 
DVANCED SUGGESTION (Neuroinduction) 
By HAYDN BROWN, L.R.C.P 
Tuis work is based on niae years practical ex camesai with the most 


puzzling problems to be found in the consulting-rooms of specialists. 
Baillidre. Tindall & Cox. 8. Henrietta-+t.. Covent Garden. London, 2 


Lhird adition. Pp. 52v, with 235 [lus_rativcs an i 8 Coloured Piates. 
net. 


Price 10s 
EXT-BOOK OF BIOLOGY. 
By W. M. SMALLWOOD, Ph.D. Harvard, 
Professor of Comparative Anat»my, Syracuse Un veraity. 
“A charmingly written, liberally illusurated, and singularly sugges- 
tive 


illiére, Tindall & Vox, 8, Henrietta-st., Covent Garden, London, W.C. 2. 


QA UNDER SB’ 


IMPORTANT 


BOOK 
See Advertising Page 3. 


Nearly Ready. Price, Cloth, 2s. 6d. net (postage 3d.). 
MEDIA 
(MASTOID DISEASE). 
Savine roe or THe DiscHaRGine Kak wits Perrorarepd 
DRUMHEAD. 
CHARLES J. HBATG, F.R.C.S. EB 
Asylaums Board ; late Throat 
ospital, Golden-s juare, London. 
Bailliére. 8. Henrietts-st., Covent Garden, London, W.C.2. 


Consulting au 


\ by J. SIM WALLACE, D.Sc., 
M.D., L.D.S. 


DENTAL DISBASKS IN RELATION TO PUBLIC HBALTH. 
‘‘A most masterly exposition. ...... Shows that diseases of the teeth 
are quite easily preventable.” —Lancer. Price 3s. net. / 


THB PREVENTION OF COMMON DISKASBS IN CHILDHOOD. 
** No school doctor dare neglect to study this little book.” 

Price 3s. 64. net. —Scnoot HyYGienr. 

Bailli@re, Tindall & Cox, 8, Henrietta-st , “ovent Garden, London, W.C. 2. 


NEW TREATMENT FOR GONORRHGA. 
By CHARL#os KU3S, M.8.Lond., M.R.C.S. 
Physician-in-Charge Miectro- therapeutic Department, Male Lock 
Hospital, don. 

“This form of treatment merits further attention, as it is both 
scientific and ingenious,”— British MEDICAL JOURNAL. 

** Concerning gonorrhea, I am glad tu say that an atvance has been 
made in our treatm+nt, especially of the acute stage. I refer to Russ’s 
traatment of acute gonorrhea by electrolysis. It is a pleasure to have 
to record that what I thiuk will be the must important discovery made 
in connection with one of the communest diseases for many years is the 
work of an Englishman. ...... For acute cases 1t is the beat treatment we 
have at present. E.R M.) Tae Practitioner. 

' London:' H. K. Lewis & Co. Ltd., 136 Gower-street, W.C. 1. 


IN PREPARATION, TO BB. PUBLISHED SHORTLY. 


PRACTICAL VACCINE TREATMENT FOR THE CENERAL PRACTITIONER, 


ALLEN, M.D., B.S. Lond., author of “Vaccine Therapy,” “The Bacterial Diseases of Respiration,” &c. 


NEW REPRINT. With 71 Illustrations. Crown 8vo. 5s. net; 
post free, 5s. 44. 


NOTES ON CALVANISM AND FARADISM. 
By ETHEG MARY MAGILL, M.B., B.S.Lond., Ac. 


“ Well designed for the purpose tor which it is intended.” —Bririsu 
Mepica. 


JUST PUBLISHED. With 44 Plaves. Crown quarto. 
postage 54. 


10s. 6d. net ; 


THE INFLUENCE OF SUNLICHT IN THE PRODUCTION OF 
~ CANCER OF THE SKIN. 
By PAUL, M.B., Wh. Hou. Assistant Physician for 


of the Skin, Sydne ospital; Hon... Physician i 
the Skin, Renwick for infante. &e 


LONDON: H. 


K. LEWIS & CO. LTD., 


SECOND Rédition Third Impression. Post &vo, 7s. 64. net ; post free, 8s. 
AEQUANIMITAS: With other Addresses to Medical 
Students, Nurses, aad Practitioners of Medicine. 
By Sir WILLIaM OSLER, Bart., M.D., F.RS.. Regius Professor of 
Me ticiue, Ontversit ot Oxford, &. 
“With all the breadth of vi ths beauty of style which make 
Prof. Oster's writings so charac ‘enue and so valuable.”—Tae Lancer. 


Demy &vo. 7s. 6d. net; post free, 8s., abroad, 8s. 1d. 
AMGBIASIS AND THE DYSENTERIES. 

By LLEWELLYs POWELL PHILLIPS, M.a., M.v.Uantab., F.R.C.P. 
Lond., F.R.C.5.Eng., Protessur ot Medicine in the Egyptian 
Government Schvol of Mediciue, Cairo, &c. 

“ This volume fs likely to prove of grest service to practitioners who 
wish to obtain speedy and trustworthy information.”—Tar Lancer. 

186 GOWER STREET, W.C. 1. 


No, 4975.) 


REGISTERED AS A NEWSPAPER. All rights reserved. Published weekly. 


1823, 


THE LANCET GENERAL ADVERTISER [Jan. 4. 1919 


We have not named it LYSOL because it deserves 


“KLONDOL” is an improved Cleansing 

Antiseptic of the Lysol Class and is a really good, 
r powerful, clean-working, and safe Disinfectant. It 
_ is being used in many of the principal Hospitals and 


Institutions. “KLONDOL” forms a trans- 


parent solution with water and is of maximum 
bactericidal potency. 


We shall be pleased if all who are interested 
in Disinfectants will write to us, when we shall 
have pleasure in sending samples and full particulars. 


EDWARD COOK & CO. Lid, 
Bow, RY 


distinction. 


~ 


- 


Tae LANCET, ] 
| 
% 
= ILONDO! 
4 NFECTANT & STERIUE 
q 


THE LANCET. 


LONDON, SATURDAY, JANUARY 4, 1919. 


Vol. CXCVI. 


CONTENTS. 


The whole of the literary matter in THE LANCET is copyright. 


A FURTHER INVESTIGA- 
TION into Infiuenzo-Pneu- 
mococecal and  Influenz)- 
Streptococcal Septicemia : 
Bp:demic Influenzal Paeu- 
monia” of Highly Fatal Typs 
and its Relation to ‘*‘ Purulent 
Bronchitis.” By ADOLPHE 
ABRAHAMS, M.D. Cantab., 
M.R.C.P. Lond., Major, 
B.A.M.C.; O1/C. Medical 
Division, the Coanaught 
Hospita), Aldershot ; Norman 
Hattows, M.D. Oxon, 
D.P.H., Captain, R.A.M.C.; 
Pathologist to the Connaught 
Hospital, Aldershot; and 
HERBERT FRENCH, M.D Oxon., 
F.R...P.Lond., Lieutenant- 
QGolonel, R.A.M.C.; Consult- 
ing Physician tothe Aldershot 
Command ; Physician to Guy's 
Hospital. — (/llustrated).— 
(With Coloured Plate 


ORIGINAL ARTICLES. 
Note on the Comparative Patho- 
logy of Influenza. By Grorce 
R. Murray, M.D., D.OC.L., 
F.ROP., Temp rary Colonel, 
A.M S.; Professor of Sys- 
tematic Medicine ia the 
Victoria University of Man- 
chester ; Consulting Physician 


to the ‘Italian Bxp-ditionary 


* Mu'tifermentans Tena'bus. 
James L. Sropparp, M.D. 
ass., Captain, W.C.. U.S A. 
(Prom USA. Base 
No 6 )—(JUustrated)... 

Spinal Anesthesia. 
8. Roop, B, BS Durh., 
M.R.O.8., L B.C.P., Assistant 
Anwsthetist, University Col- 
lege Hospital, London ......... 


Infantile Seurvy: The Anti- 
scorbutic Factor of Lemon 
Juice in Treatment. By A. 
Harpen, F.R.3., Head of the 
Biochemical Department. 
Lister Institute; SyLvesTeR 

D.. 
Institute ; 


Hospital” for Sick Children, 
Great Ormond street......... pares 


Vom!ting in Soldiers, 
M.A., 
MRC P., Capt., 

J (From the Seale 
Hayne 
Newton Abbot.) .. 

On the Teaching of “Medicine. 
By W. Hace Wuite, M.D. 

& Dub., Qolonel, 

B.AM.C. (T); Gonsuiting 

Physician to Guy’ 8 Hospital... 


: 


| of Astra- 


| 


CLINICAL NOTES: ANNOTATIONS. 
_MEDiIcaL, SURGIOAL, OBSTETRICAL | 4 Survey of Cripples... 
AND THERAPEUTICAL. | The Housing Problem. ...... 
| Migration of a Round Worm ‘into 
the Ear. 
Mot ~Present: and Future.. 
Army Veterinary Corps 29 | 
20 | and its Signilicance ..... 30 | 
Mr Henry Sandford 
Epstein. —(Illustrated) 30, 


88 | 

galus, with Posterior Displace- 23 

ment of Superior Fragment. i 
By H. C. Orain, F.R.0.8. 
Edin. 

|A Permanent Criterion for the 
Standard Agglutination Test. 

A. D. Garpner, — 

F.R.C.3. (From the 
Department of Pathology, SPECIAL ARTICLES. 
coareew of Oxford, Stand- The Standard Illum!nation of 

21!  Snellen’s Types. (JUustrated) 34. 

A po of Traumatic Aneurysm Medical Candidature for Parlia- 
of the External Carctid. By ment. Successful and Unsaec- 
S. ©. Dyke, M.B., B.Ch. | 
Oxon., Captain, R.A.M.C....... 21 | Medicine and the Law ........... 36) 
The Belgian Doctors’ and Phar } 

maciste’ Relief Fund: Sub- 
script 
Paris... 
Canads 


MEDICAL SOCIETIES. 
pe BIoLoeikE, 
Panis: Summary of Papers... 
NorTH OF ENGLAND Ossrxt- 


RICAL AND GYNACOLOGICAL 
Socigry 


37 
38 | 


21 


| 
22 Virat Stratis ios: 
Vital Statistics of London. 

during Novemb:>r, 1918.. ..... 39 
Analysis of Sickness and Mor- 
tality Statistics in 

during November, 1918........ 40 

Welsh Towns... 40 

40 


REVIEWS AND NOTICES OF 
BOOKS. 


A Text-book of Pharmacology 
and Therapeutics. By A. tt. 
Cushny, M.A., M.D., LL.D 
F.R.S. ‘Seventh edition 

The Practice of Medicine By 
Sir Frederick Taylor, Bart. 
Eleventh edition..  ... 

Orthopedic Treatment of Gun- 
shot Injuries. By Leo Mayer, 


A.M., M.D 

Mei ‘eal Ophthalmol 
Arnold Knapp, Tuter- 
national System of Ophthal- 
mic Practice. Edited by 
L. Pyle, A.M., M.D 

Medical and Galena Re 


THE WAR AND AFTER. 
Demobilisation of — 
Red Cross .. — 
The Casualty List 
Casualties among the Sons o 
Medical Ven 
The Honours List... = 
Mentioned in Despatches. | 
OBITUARY OF THE Wark: | 
Cotterill, M.B., 
Kdin.. F O S. Kdin., Oaptain, 
R.A.M O.—(With Portrait. .. 42 
Herbert George Flaxman 
Spurrell, Ma. M.B, 
Captain, 
(With Portrait... 
Major D. D. Jamieson, 
AAM.C.. 


22 


jorts of 


ospital. 
Captain's Medical 
uid 


ot ‘the Sixth Inter- 
national Dental Co sgress 


REPORTS AND ANALYTICAL 
RECORDS 
FROM 

THE LANCET LABORATORY. 
Italian Ichthyol—Syn Ammo- 

nium Sulpho 
lofiuenza Vaccine o 
Btby! Obloride Film... 
Genasprin... 
Cofectant” Lozenges... ove 
Feroxal and Veronidia......... 


OBITUARY. 
Nottidge Charles Macnamara, 
F.8.C 8.Bng., F.R.O.S.Irel.... 


44) 


Sir William Bartlett Dalb 
Sir Ernest Critton .......... 


a 
LEADING ARTICLES.’ 
A New Year's ....... ... 25! Tare SERVICES : 


Lessons OF A GREAT EPIDEMIC: Army Ps Service — 
THE PATHOLOGY OF [INFLUENZA 25| Medical 


A FELLOWsdIP OF MEDICINE..... 26' Royal 47) 


|The Medical 


d. Colonial Health Reports...... 


CORRESPONDENCE. 


. 27 The Practice of a Absentee 


(Mr. Charters J. Symonds, 
Col., A.M.S., Dr. P. B. ‘Matlett) 45 
Primitive Agents in Treatment 
(Mr. J. H. P. Graham, Lieut.- 
Colonel, R.A.M.C.(S RB.) ........ 45 
Bxamination of 
Aviation Candidates (Dr. H. 
Ronald Carter, 
Advances fn the Treatment of 
Fractures (Dr. James 
Major, RA.M.C., Mr. W. 8. 
Bim ond, Major, A.M.C.)..... 46 
The Causes and Incidence of 
Dertal Caries (Dr. 
Camobell, Dr. H. Beckett 
| Medical Officere of Schools ‘Amo- 
ciation ( Mr. G. Chaikin) .. 
The Treatment of Scurvy (Mrs. 
A. Henderson Smith)............. 50 


INDEX NOTICE. 
Tue Lanoer, VoL. IL., 1918. ..... 48 


47 


MEDICAL NEWS. 

Medical App intmentein Ireland 

During Demobilisation.. ....... 18 
The late Dr. J. Michell Clarke .. 20 
National Food Reform Associa- 

Livingstone College, Leyton ..... 22 
Brighton Hospitsl Sunday Fuad 24 


|| Home for Men Disabled in the 


War 45 
Donations and Bequests........... 47 
|The Advisory Committee on 

T.N.?. Poisoning. 
Society of Apotheearies of 

London: Pass list ... 


| University of Dublin, “Trinity 


College School of. 
Pass-li 


| New Regulations for 


of Cream . 


‘Asylome. “Board: 
Di;lomain Public Health .... 48 
Institute of — ‘ic 


| central Board.. 


NOTES, SHORT COMMENTS. &c. 


and in 
India .. 


4 Nasal 


+ OO 


OU 


Births, Marriages, and Deaths.. 49 
Medical . 49 


| Acknowledgments of Commu- 
nications recelved........... 


JOHN BALE. SONS & DANIELSSON, LTD. 


TUBERCULIN IN. DIAGNOSIS AND TREATMENT. 


By Drs. BANDELIER and 


ROEPKE. Translated by W. B. CHRISTOPHER ON. Royal 8vo. 


A CLINICAL SYSTEM OF TUBERCULOSIS. | xy pr. BANDELTER and Dr. ROEPKE. 


Translated by G. B. HUNT, M.D. Royal 8vo. 21s, net; postage 7d. 


A GUIDE TO THE USE OF TUBERCULIN. 


M.B. Lond., and CUTHBERT A. SPRAWSON, M.D. Crown 8vo. 


15s. net; postage 7d. 


By ARCHER W. R. COCHRANE 
Cloth. 5s, net ; postage 4d. 


83, 85, 87, 89, & 91, GREAT TITCHFIELD STREET OXFORD STREET, LONDON, W.1. 


22| 
| 
| |_| 
23 
12 23 
| 23 : 
14) 23 
| 24 
48 
and STILL, WD. 
fF Leonard George Guthrie, M D, 
17 B.Ch.Oxon , F.R.C P Lond. 50 
George (Ogilvie, WB. C.M., 
8 
9 


Tas LANcgT, 


THE LANCET GENERAL ADVERTISER 


(Jan. 4, 1919 


“Short, practical, and founded upon the most recent clinical and laboratory experience.”’— rit. Med. Jour. 


MILITARY MANUALS 


UNDER 


THE GENERAL 


EDITORSHIP OF 


Sir ALFRED KEOGH, G.C.B., LL.D., M.D., F.R.C.P., Hon. F.R.C.S., 


AND 


Lieut.-Gen. T. H. J. C. GOODWIN, C.B., C.M.G., D.S.O., 


Director-General, Army Medical Service. 


VOLUMES TO BE READY EARLY IN JANUARY: - 


DISABILITIES OF THE LOCOMOTOR 
APPARATUS-—The Result of War Wounds. By AU3. 
BROUA, Protessor to the Faculty of Paris. Klited by M«jor 
General Sir Ropert Jonks. 7s. 6d. ; postage 61. 


WOUNDS OF THE PLEURA AND LUNCS. ry 


RK. GREGOIRK. Professor to the Faculty of Paris, and Dr. 
COURCOL X. Edited by Lieut.-Colonel C. H. Facer, M.S. 


7s. 6d. ; postage 6d. 


ELECTRO-DIACNOSIS OF WAR. 4. 


Prote sor to the Faculty of Paris, and P. PRROL Bedited 
by Dr. &. P. Guamennaten. 7s. 6d ; p stage 6d. 


| 
| 
| 
| 


MENTAL DISORDERS OF WAR. by JEAN LEPINE, 


Professor in Clinics of Nervous Diseases to the University of 
Lyons. Edived by Dr.CHakLes 78 60.; postage 6d. 


OTHER VOLUMES ALREADY PUBLISHED. 


THE TREATMENT OF INFECTED WOUNDS. 


By A. CARRELL ard G. DEHKLUY. Introduction by sir 
Antuony A 97 [Mu-trations 6 Plates 62. net. 


SHELL SHOCK, OR THE PSYCHONEUROSES OF 
WAR. Dr.G ROUSSY ani J Editea 
by Gol W. ALDREN C.B 13 full page 

7s. 6d. net. 


THE CLINICAL FORMS OF NERVE LESIONS. 


Be Mme. ATHANASS'O BENISTY. Kdited by FaRQuHAR 
Buzzarpv. M.D., Lieut.-Col. h.A.M.C\T.), &c. 81 Itlustra- 
tions. 7 Plates. 7s. 6d. net. 


THE TREATMENT & REPAIR OF NERVE LESIONS 
By Mme. ATHANASSIO BENISTY. Edited by BK. PanquHaR 
D. 62 Illustrations. 4 Plates. 7s. 6d. net. 


THE TREATMENT OF FRACTURES. By 
R. LERKICHR. Kedited by F. F. Burauarp, U.B., M.S. 
Vol. I.- Fractures Involving Joints. 97 illustrations. 
Fractur-s of the Shaft. 156 Each 7s. 6d. net. 


FRACTURES OF THE LOWER JAW. by L. 


and PIERRE KEAL. Kditea by J. F. F.R.C.S. 
Mlostrarions. 5 Plates. 18. 6d. net. 


FRACTURES OF THE ORBIT AND INJURIES OF 
THE EYE IN WAR. 8y FELIX LAGRANGH. Edited by 
J. Parsons, D.Sc. F.RB.C.S., Capt. 
R.A.M.C. 77 Illustrations. 6 Plates. 7s. 6d. net. 


HYSTERIA OR PITHIATISM, AND REFLEX 
NERVOUS DISORDERS. By J. BABINSKU and J. 
FROMENT. Edtted with a Preface by Farquuar 
Buzzarp, M.D., Lieut.-Col. R.A.M.C.(T.). With 37 [!ustra- 
tions. 8 full-page Plates. ‘1s. 64_net. 


WOUNDS OF THE SKULL AND BRAIN. Clinical 
forms and treatment. ByC.CHATELIN 
and DE MARTEL. Edited by F. BuReHaRD.C.B, 
_MS..P.RC.S. 97 Mlustrations. 2 Plates. 8s. 6d. net. 


LOCALISATION AND EXTRACTION OF 
PROJECTILES. By Ass'stant Profesor OMBREDANNE 
aod M. Kditei bv A. D. Reip,C.M.G., 
M.R.C.S. With a Preface on Projectiles of the Eve by 
Col. W. T. Lister, C.M.G., A.M.S. 225 I!instrations. 
3O full-page Photographs. 12s. 6d. net 


WOUNDS OF THE ABDOMEN. By G. aBapiz 


(of Oren). Kdited by Sir ARBuTHNOYT Bart... C.B, 
4.8. 67 Illustrations. 4 Plate. 8s. 6d. net. 


WOUNDS OF THE VESSELS. | By L. SENCERT. 


Kditet by F. F. BurGuakp, C.B., M.S., F.R.C.S 68 Iilus- 
trations. 2 Plates. 1s. 66. net. 


THE AFTER-EFFECTS OF WOUNDS OF THE 
BONES AND JOINTS. AUG. BROCA. Euited by R.C. 
M.8.,P.R C.3. »Major A.M C. 112 Illus. 7s.6d. net. 


ARTIFICIAL LIMBS. By AvG. BRocA ana pr. 


Kdited and translated by R. C. Eims.ir, 
M.S, F.K.C.S., &c. With 210 Illustrations. 1s. 6d. net. 


TYPHOID FEVERS & PARATYPHOID FEVERS 
Etiology, Prophylatis). By H. 
INCKNT and L KATKT. Seconp Epirion. Translated 

and Edited by J. D. Ro_iestox, M.D. With Tables and 
Temperature Charts. 18. 6d. net. 


DYSENTERIES, CHOLERA, & EXANTHEMATIC 


TYPHUS. By HB. VINCENT and L. MURATKT. Kdited 
with an Introduction by Lieut.-Col. ANDk:ew BaLrour, 
C.M.G., M.D., and Geoxge C. Low, M.A., M.D, Temp. 
Capt. 1.M.S. 7s. 6d. net. 


ABNORMAL FORMS OF TETANUS. by mm. 
COU KTOIS-SUFFIT and R.GIROUX. Kdited by Surg.-Gen. 
Sir Davio Brucea Bruce and FRED* RICK Gora, M.B. Ts. 


SYPHILIS AND AND THE ARMY. By G. THIBIERGE, 


Physician of the Hopital st. Louls. Edited by C. F. 
Marsua tt, F.R.C.S. 18. 6d. net. 


WAR OTITIS AND WAR DEAFNESS. piagnosis, 
Treatment, Medical Reports. By Dr. H. BOURGEOIS. 
Edited by J. DunDas Grant, M.D. F.RC.S Eng., Major, 
R.4.M.C. ret., President Special Aura! Board (under Ministry 
of Pensions). With tustrations and Plater, 78. 64. net, 

MALARIA. Clinical ana Hematological Features. 

By P. ARMAND-DKLILLE, P. ABRAMI. G. PAISSEAU, 

and HENRI LEMAIRK. Kadited by Sir RonaLp Ross, K.C.B., 

F.R.8., LL.D., ).Se., Colonel R.A.M.C. With I'lnstrations 

and a Coloured Plate. 78. 6d, net. 


MENTAL DISEASES. a Text-book of Psychiatry for 
and Practitioners. By R. H. COLF, 
M.D for Mental Diseases at St. Mary's 
Hosp lenis "Bxaminer in Mental Diseases and Psychology, 

University of London, &c. 

** There is a breadth of view, a comprehensiveness of plan, and 

a surprising completesess of detail in little space, and . 

numerous illustrations and plates are decidedly good. 

plain and very readable book, and of special service to ine 

student and the busy practitioner.” 

—JouRNAL oF MENTAL SCIENCE. 
With 52 Illustrations and Plates. Cloth. 10s. 6d. net. 


By THOMAS GBURGH 
STEVENS, M.D., F.R.C.S., M.8.C.P., Obstetric Surgeon at 
St. Mary’s Hospital; Surgeon at toe Hospital for Women, 
Soho-square, 

The Barr. Mev. Jour: “It. may certainly claim to be 
regarded as a good text-book. It presentsa genuine attempt to 
deal with the subject in an up-to-date manner.” 

Tae Lancer: ‘‘The whole book is a refreshingly good one; 
there is no chapter in it toat the student or practitioner can read 
without profit, and it is particularly strong in its pathology.” 

With 202 Illustrations. Cloth. lis. net. 


London: UNIVERSITY OF LONDON PRESS Ltd., 
18 Warwick Square, London, E.C.4 


HER 


LIEUTEN 


WH 
its Inf 
tion 
1917, 
the ar 
monia 
during 
that | 
pneun 
The *' 
cases 
“pne 
at the 
Rolla 
purul 


EPI DE) 
: BY 
MAJOR, R 
| 
adune 
recog 
Th 
epide 
gene 
influ 
terio 
from 
was 
seco 
bloo 
whic 
; of ir 
of c 
coc¢ 
T 
| acct 
of t 
qua 
to 
stre 
pto 
= of 
cas 
7 sta 
vie 
epi 
in 
dif 
gr 
| op 
i fo! 
| — th 
m 
2 


THE LANCET, 


January 4, 1919. 


A Further Investigation 


INTO 


INFLUENZO-PNEUMOCOCCAL AND 
INFLUENZO-STREPTOCOCCAL 
SEPTICAMIA : 


EPIDEMIC INFLUENZAL ** PNEUMONIA” OF HIGHLY 
FATAL TYPE AND ITS RELATION TO 
‘*PURULENT BRONCHITIS.” 


By ADOLPHE ABRAHAMS, M.D. CANTAR., 
M.R.C.P. LOnD.. 


R-A.M.C, ; O.1/C., MEDICAL DIVISION, THE CONNAUGHT HOSPITAL, 
ALDERSHOT ; 


NORMAN HALLOWS, M.D. Oxon., D.P.H., 


CaPTAIN, R.A.M.C.; PATHOLOGIST TO THE CONNAUGHT HOSPITAL, 
ALDERSHOT ; 


AND 
HERBERT FRENCH, M.D. Oxon., F.R.C.P. LOND., 


LIEUTENANT-COLONEL, R.A.M.C. ; CONSULTING PHYSICIAN TO THE ALDER- 
SHOT COMMAND; PHYSICIAN TO GUY'S HOSPITAL. 


(With Coloured Plate.) 


Ma! 


INTRODUCTION. 

WHEN we published a paper upon ‘‘ Purulent Bronchitis, 
its Influenzal and Pneumococcal Bacteriology,’’ in conjunc- 
tion with Dr. John Eyre, in THE LANCET of Sept. 8th, 
1917, we were particularly desirous of drawing attention to 
the anomalous character of many of the cases of ‘ pneu- 
monia’’ that we had encountered in the Aldershot Command 
during the years 1915, 1916, and 1917, and because we felt 
that ‘* pneumonia,” in the sense of true croupous lobar 
pneumonia, was a misnomer in connexion with many of them. 
The ‘* purulent bronchitis ” type of certain of these anomalous 
cases that had up to that time been returned generally as 
‘‘ pneumonia ” is now familiar to most Army physicians, but 
at the time of our own investigations, and those of Hammond, 
Rolland, and Shore,’ the bacteriological nature of this severe 
purulent bronchitis, with its remarkable heliotrope cyanosis, 
abundant spatum, and high mortality, was not, we think, 
recognised generally. 

Though it was occurring in the form of multiple small 
epidemics in France and in England, there was then no 
generalised epidemic to lead to the suspicion that it had an 
influenzal basis ; and it was as the result of extended bac- 
teriological research, intra vitam and post mortem, and not 
from the observation of clinical phenomena, that its causation 
was found to be primarily influenzal, with symbiotic or 
secondary invasion of the respiratory tract and circulating 
blood by either pneumococci or streptococci, the virulence of 
which, it seemed, had been so exalted by the coexistence 
of influenza bacilli that they caused death in a high percentage 
of cases by reason of a veritable pneumococcal or strepto- 
coccal septicemia. 

The condition, though labelled ‘‘ purulent bronchitis” on 
account of the dominating characteristics—viz., the severity 
of the chest symptoms, and particularly the appearance and 
quantity of the sputum—seemed to us, even at that time, 
to be an influenzo-pneumococcal’’ or an ‘ influenzo- 
streptococcal ” septicemia with a prominence of lung sym- 
ptoms rather than a purely pulmonary disease. The question 
of the relationship of the streptococcal to the pneumococcal 
cases is elaborated later in this paper, but it may at once be 
stated that there is now much evidence in favour of the 
view that the streptococcal organisms described in certain 
epidemics may be really pneumococci growing temporarily 
in streptococcal form. 

Since 1916, when the ‘‘ purulent bronchitis” cases were 
differentiated more or less clearly from amongst the big 
group of anomalous ‘‘ pneumonia” cases, we have had ample 
opportunities, more especially during the recent epidemics, 
for broadening and extending our views. We believe now 
that the ‘‘ purulent bronchitis ” type is merely one of many ; 
that ‘* influenzo-pneumococcal septicemia ” is responsible for 
much, if not all, of the fatal ‘‘ influenzal pneumonia ” which 
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is at the present moment (October, 1918) causing sickness 
and death, not only amongst troops in camps, but also, and 
to an almost greater extent, amongst the civil population, 
affecting Africa, America, and Asia as well as Europe, 
leaving few towns untouched in any country in which it has 
obtained a start, and spreading virulently amongst those 
who are aggregated closely together—for instance, when it 
breaks out on board ships on the high seas. 

It is for others to deal with its epidemiology ; we would 
confine our remarks to the clinical, bacteriological, and post- 
mortem aspects of the disease as we have seen it amongst 
troops at Aldershot and elsewhere. But once again, and 
even at the risk of becoming monotonously insistent, we 
would emphasise our view that in essentials the influenzo- 
pneumococcal ‘‘ purulent bronchitis” that we and others 
described in 1916 and 1917 is fundamentally the same con- 
dition as the ‘‘ influenzal pneumonia” of this present 
pandemic, and that it is only a matter of degree whether 
there is ‘‘ purulent bronchitis,” ‘‘capillary bronchitis,” 
‘* broncho-pneumonia ’’—disseminated in some cases, lobar 
in distribution in others, multiple abscesses in the lungs, or 
even gangrene of the lungs. Few, if any, of the cases are 
true lobar pneumonia, and death seems due to an extreme 
toxemia or septicemia rather than to the extent of the lung 
lesion. In other words, the extent of pulmonary involve- 
ment is of comparatively little importance and bears no 


relation to the virulence of the essential septicemic 
conditions. 


Statistics : _Incidence.—Owing to the extreme pressure of work, the 
overtaxed state of the medical staff, the variability of nomenclature in 
official returns, and other similar causes, it has been impossible to keep 
detailed records of all the cases encountered. In the aggregate we have 
seen several thousands, of which well over two thousand have been 
‘*pneumonic” ; and have examined over four hundred autopsies. So 
variable, however, is the severity of the influenza itself in different 
units or hospitals at the same time, and so greatly does the mortality 
vary in troops from different countries that we make no attempt to 
give statistical details, beyond indicating that our experience is based 
on thousands of cases and not merely on hundreds. 


Pneumonic incidence in the inflwenzu cases.—Of the total 
number of cases seen in Aldershot and elsewhere during the 
last few weeks, the majority have been straightforward 
influenza. Roughly speaking, we may say that out of 1000 
cases of ‘‘ influenza’ upwards of 800 have taken an ordinary 
simple uncomplicated course with fairly speedy recovery and 
without sequelw. The remaining 200 have become more or 
less pulmonary—of these perhaps 80 being of moderate 
severity, the remaining 120 have been desperately ill ; and 


of this last-named category somewhere between 60 and 80 
have died. 


These figures do not hold good throughout, for the lung complica- 
tions and mortality have struck us as being very much higher amongst 
soldiers who have recently joined up than among-t those of longer 
service. They have been h'gher still amongst certain troops from over- 
seas—South Africans, United States troops, and New Zealanders, par 
excellence—than amongst others. 

The “ pneumonic” cases and the mortality amongst them have also 
seemed to form a much higher percentage of the total ‘influenza ” cases 
in a unit in which the epidemic has just started than after the epidemic 
has prevailed in the unit for a week or two. It is when the epidemic 
is in its earlier days that it is apt to spread like wild-fire and cause 
the greatest damage and the highest death-rate; although, so far asa 
whole Command is concerned, the daily sick and the daily mortality 
may continue at a high level for a longer time than it does in a single 
unit owing to the fact that the epidemic, whilst subsiding in one unit, 
tends to spread and break out in fresh units one after another. 


THE SYMPTOMS. 
(a) In the Straightforward Influenza Cases. 


The symptoms in the straightforward influenza cases are 
precisely similar to those of ordinary influenza as it occurs 
in other places and at other times. 


The onset has generally been sudden and acute. There have, of course, 
been many quite mild cases, but again and again a perfectly healthy man 
may be taken ill in the street or on duty with a sense of general 
malaise ; he feels chilly, suffers from ache; in his back, limbs, and 
head, and rapidly develops such a sense of prostration that wherever 
he is he has tolie down. He may rally sufficiently to be able to get 
himself back to his quarters with some difficulty, or he may be so 
bad that he has to be carried. 

He gets to bed and 1s only too glad to stay there. Heis nauseated 
at the sight of food and ‘feels rotten.” Though drowsy, often he 
cannot sleep. His temperature is raised, generally as high as 104° F. or 
more. The pulse is full and firm, its rate is as rule not raised propor- 
tionately to his temperature, and his respiration-rate is between 18 
and 30. Many cases have red injected palate and anterior fauces and 
complain of sore throat, but many have no such complaint, and on 
exatnination of the chest physical signs are absent. The tongue is 
almost invariably coated with a thick fur, superficially yellowish-brown 
at the back and on the dorsum, pale yellowish-white beneath the darker 
surface, and often with no fur on the margins and tip. 

Epistaxis, sometimes of almost alarmig degree, has been an un- 
usually common phenomenon in this epidemic, sometimes at the 
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beginning, more often after the patient has already gone to bed, and in 
quite a number of cases the hearing has become much impaired, a few 
cases having become temporarily stone deaf. Quinine prophylaxis may 
be a factor in this, but that there is middle-ear catarrh in at least some 
of the cases has been shown by subsequent ear discharge, and in one or 
two cases by considerable bleeding from each ear. 

Vomiting has not been usual, but it has occurred often enough to 
attract attention. Diarrhwa to the extent of six or seven loose motions 
on the first day ortwo has been rather less uncommon. 

Abdominal pain bas not been a pronounced feature although occasion- 
ally it has existed of sufficiently severe character to lead to a provisional 
diagnosis of appeadicitis, and even to some solicitude as to differentiation 
from an acute abdominal condition urgently needing operation. 

In the earlier part of the recent ep demic laryngeal symptome 
were not common to the same extent as in a curious outbreak of 
supposed “influenza” last year (not the *‘ June, 1918,” epidemic), but 
latterly quite a number of the men have been husky-voiced or even 
unable to phonate at all. These cases have not necessarily passed on 
to the “* pneumonic” type. 


The temperature has remained raised a variable number of 
days. (See Charts.) 


Sometimes it fell suddenly as early as the second day, sometimes 
ending almost by crisis on the third, fourth, or fifth days, sometimes 
coming down more gradually to reach normal by lysis between the 
third and the fourteenth day of the attack. Speaking generally, the 
duration of the pyrexia has been far longer in the recent pandemic 
than in the cases encountered in June, and the subsequent prostration 
appears to be proportionately greater. 

As long as the temperature has been up to anything like 101° the 
patient has continued to feel ‘‘ rotten.” With the fal) of temperature 
rapid improvement sets in; the tongue cleans, the patient feels alto- 

ether better, begins to take his food with avidity, and convalesces in 
the ordinary way. Delayed convalescence ha; occurred either in those 
who have deferred taking to bed at the beginning, or, more usually, 
in those who, for duty’s sake, have felt obliged to get up and work n 
before the acute stage of the disease has fully passed. 


(4) Symptoms in the ‘* Pneumonic”’ Cases. 
The ‘‘ pneumonic ” or ‘‘ bronchitic’’ complications, so much 


dreaded just now, come on at no fixed or definite period of 
the influenzal attack. 


Frequently there is no distinct influenzal period at all, the case being 
then very similar to one of ordinary lobar pneumonia in the first day or 
two. Numbers of such cases have been diagnosed as true lobar pneu- 
monia by those who are unfamiliar with the post mortem findings, and 
it is remarkable how difficult it is to persuade those who have not seen 
such crses before that they are not dealing with ordinary pneumonia. 

More often the patient bas been ill for a day or two with simple 
influenzs, often apparently not at all severe and indistinguishable from 
the general run of simple influenza cases, before acute or even fulminat- 
ing pulmonary complications set in, and they may die so rapidly and 
with so little actu] consolidation that it is clearly not the ‘* pneu- 
monia” but something more generalised, a veritable septicemia, which 
kills them. 

Inathird type of case the ‘‘influenza” has nearly run its course, 
and the temperature may have returned to normal or nearly so for a 


day, or even several days, before it rises again with the onset of 
** ppeumonic ” complications. 


All three types have been met with in abundance; the 
commonest is that in which the case has seemed to be one of 
simole ‘‘ influenza,” for one, two, or three days before it 
passes on into the much more serious phase of lung and 
general systemic complication. 

There may or may not be a definite rigor ; the temperature, 
already high, may or may not rise further. (See Charts.) 


The patient complains in some way of his chest ; he coughs with short 
= hacking to begin with: the question of his sputum is discussed 
below. He often complains of pain in one or other side of his chest or 
in both sides, either in the region of the anterior axillary line about 
the level of the sixth and seventh ribs, or posteriorly at one or other 
base, or all over, or down the front of the manubrium sterni “as though 
he is all raw inside there.” 

Sometimes the skin is hot, dry, and pungent as in lobar pneumonia, 
occasionally a scariatiniform rash of transient duration may be noted, 
but, on the ether hand, it may be covered with profuse clammy sweat, 
par often leading to widespread sweat vesicles (sudamina and 
miliaria). 

The breathing becomes rapid (often 30 per minute or thereabouts, 
but not seldom 40, 50, or even 60 per minute). The pulse-rate rises, but 
it is nearly always no faster than corresponds with the pyrexia, and 
often it is relatively infrequent except at the very end. There is no 
orthepnea, and although there is rapid breathing there is no 
dys-pneea. 

The tacies is at first flushed and red, but in bad cases it speedily 
becomes less and less of a purely red tint and assumes more and more 
of a lavender, heliotrope, or violaceous hue mingled in the varying 
degrees of redness (pallor with heliotrope hue, redness witb heliotrope 
bue plethora with helietrope hue, and intervening degrees), this 
peculiar colouration being highly reminiscent of that of acutely gassed 
cases and an evii sign, for few cases recover when once this character- 
istic hue bas become established. 


The physical signs in the lungs.—Certain of the main 
symptoms will be discussed presently, but first we would 
refer to the physical signs in the lungs. These are extremely 
variable, and when a large number of cases have been seen 
one realises that neither the diagnosis nor the prognosis can 
be gauged by physical examination. Even at the risk of 
becoming wearisome we wish to emphasise this. A man with 
only a few rhoncli to be heard in either lung may die as 


bronchophony, pectoriloquy, and crackling rales over the 
whole of both lower lobes. The extent of consolidation i- no 
measure of the severity of the infection ; and a man may ‘ie 
of this disease with practically no lung symptoms during |ife 
and no evidence of consolidation post mortem. 


In a considerable number of cases the clinical condition may be i) \\s- 
trated by saying that the patient when first seen looks so exactly | ik; 
an example of lobar pneumonia that when one examines the ches! ind 
finds absolutely no abnormal signs at all one is inclined to say, © | an 
sure he is pneumonia all the same and I expect we shall find the signs 
of consolidation and probably rusty sputum by to-morrow.” (ne 
examines the next day, and may again find no abnormal signs, o; 
perhaps only a few scattered rhonchi in front, with subcrepitant : :\es 
at the bases behind without dulness or bronchial breathing. One say 
still expect consolidation signs the next day, and so on; and the case 
may run its entire course—to recovery after a week, ten days ora 
fortnight, or to death in one, two, three, four, five, six, seven, or even 
more days—without any further signs than the rhonchi in front and 
the non-consonating rales posteriorly. 

On the other hand, the case may start as above, and in a day or two 
one may find markedly impaired percussion note at one or both bases 
with bronchial breathing and sharp crackling rales, bronchop!| ony 
and pectoriloquy, either of patchy distribution, or frankly aj 
over a whole lower lobe or over a whole lung, or over !wth 
lower lobes. In such cases the unwary diagnose croupous |0\ar 
pneumonia simply because they are familiar with these signs in lobar 
pneumonia and forget that they may be also due to any other cause 
of extensive consolidation, or even to congestion only. In these cases 
the autopsy findings show this consolidation in the present cases to |» 
due not to croupous pneumonia but to confluent broncho-pneum nia 
with varying admixtures of hemorrhage, peribronchial infiltration 
even to the extent of abscess formation, «edema, turgid congestion, 
infarction, and pleurisy. 

In other cases, again, the physical signs of some kind of consvlida 
tion may be pronounced almost from the start; and although these 
are to be found ahundred times in the lower lobes, especially behind 
or in the middle lobe, for once they are found first in the upper iobes 
in front, there are occasional cases in which the dullness, bronc!ia! 
breathing, and crepitant rales develop in one or other upper lobes and 
not in the lower lobes at all. 

In another type of case there is no bronchial breathing anywhere, ut 
both lungs—front and back alike—are full of crepitant or subcrepitant 
rales from apex to base, recalling the signs met with in some cases of 
generalised pulmonary tuberculosis. 

In yet another type, whatever signs there may be elsewhere in the 
chest, one base becomes completely dull with silence as to breath an 
voice sounds; the dullness being of variable extent but generally 
extending a hand's breadth or more upwards from the base. Needlin 
generally discovers turbid fluid in the chest in such cases, and sm hi 
amounts of pleuritic effusion are common if the patient does not 
succumb too soon, although large pleural effusions are relatively rare 


Another phenomenon adds complexity to the picture. 


This is the disappearance of bronchial breathing, which may have 
been pronounced and unmistakable a few hours previously, ordinary 
vesicular murmur now being heard instead. The bronchial breathing 
may re-develop perhaps a few hours later. or next day, either 
where it had been heard before, or in another lobe, and again it may 
disappear and be replaced by harsh vesicular murmur. The explana- 
tion of this seems to be the varying degrees of collapse that result from 
accumulation of thick muco-pus in the tubes. Whena fair area of Jung 
tissue becomes temporarily airless from this cause, b-onchial breathing 
may be heard over it ; within an hour the muco-pus in the tube coming 
to this part may have been displaced, and the alveoli have re-expanded 
with air, so that vesicular murmur is heard where a short time pre- 
viously bronchial breathing was marked. 

Apart from consolidation, the formation of fluid in the chest has bee: 
infrequent, remarkably so for cases in this Command, in which empye:: 
is so common as to be almost the rule in all pneumococcal and strepto- 
coceal infections of the lungs. The coexistence of pleural effusions 
will be dealt with in the consideration of prognosis, suffice it to say 
here that its relative infrequency seems to indicate a high degree of 
virulence of the infecting organism and the incapacity of the tissues 
to react thereto. Towards the termination of the epidemic effusions 
became far more frequent in the pneumonic type of case with a high 
percentage of recoveries. 


The sputum.—The cases of fatal ‘‘ purulent bronchitis ' of 
former years were characterised by the expectoration of 
immense amounts of sputum—often from 10 to 15 ounces ‘» 
the 24 hours, this sputum being in the main pure pus, wit! 
little froth, with some blood, bright red in some cases, rusty 
in others, in a minority of the patients. Precisely similar 
sputum, necessitating the emptying of full sputum pots twice 
or more in the 24 hours has occurred in one group of cases 
we have seen in the present epidemic—the earlier and very 
fatal cases amongst United States troops ; but in every other 
group we have been much struck by the relative paucity and 
even the entire absence of sputum. 


This paucity has not been confined to cases with any particular 
variety of predominant physical signs. Cases have been encounter! 
with signs matnly of bronchitis with only a little frothy sputum ; ot! 
cases with only bronchitic signs, and yet an expectoration of 15 ounc:s 
of pus a day; other cases in which the signs were those of extensive \' 
confluent broncho- pneumonia with hardly any sputum ; others, agai’ 
with physical signs of broncho-pneumonia of confluent type and lob«: 
distribution with copious purulent expectoration equal to that whic: 
is familiar in ‘* purulent bronchitis ” cases. 

There is no rule as to the amount of sputum, and those cases th» 
have little sputum are, in other respects, especially as regards prognos!>, 
very similar to those that produce half a pint in 24 hours. What hs 


certainly as another who has dullness, bronchial breathing, 


struck us a good deal in this connexion is that the cases that occur in an 
particular district tend to conform to one type in regard to the amour’ 
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Charts of 5 Cases of Recovery. 
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have been so extremely variable in type that 


a hundred or more would have to be reproduced if every species were to be depicted. The above serve to represent 


certain of the commoner types, however. 


The five on the left-hand side are from cases that recovered ; the five on the 


right-hand side from cases that died. The authors think that the charts and their variability speak for themselves, so 
they have not commented on them in detail. 
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of sputum. Probably this is not a universal ru'e, but it has been a 
striking phenomenon in the present epidemic in which we have seen 
large collections of cases in widely-separated districts. 
he sputum, when it is abundant, has generally consisted mainly of 

us with or without blood ; it is then not strikingly frothy. When 
it is not abundant it still contains pus, but it is often frothy and 
— in addition. In neither case has it any strikingly offensive 
smell. 
It is often free from blood, but occasionally it has a definitely rusty 
colour, simulating that of croupous pneumonia to some extent; 
thougb even when it is definitely rusty it is seldom of the glairy 
t i consist that is so characteristic of true pneumonic 


sputum. 


Hamoptysis.—Apart from more or less altered blood in 
the sputum itself, actual hemoptysis has been a very common 
phenomenon. 


In the slighter cases with this condition the sputum pot exhibits frothy 
muco-purulent material in which occur streaks and splashesof bright red 
blood in varying quantity. Thie blood is spat up as a rule independently 
of the actual sputum, even if sychronously with it. In quite a con- 
siderable number of cases this hemoptysis has attained a degree com- 
parable to that of phthisis. The bed-clothes, wall, and floor have 
become blood-spattered during a coughing paroxysm, and as much as 
10 ounces of bright red blood may be coughed up in a few minutes. 

The conclusion has sometimes arisen that an old phthtsical cavity 
must have become lit into activity by the new acute pulmonary infection, 
but post-mortem examination in such cases has not confirmed this 
suspicion, and there is little doubt that the hemoptysis is due in many 
cases to the — of small pulmonary arterioles by the acute infective 
process, in others it may be due to the infarcts in the lungs which are 
seen frequently at autopsy. 

In cases of only slignt hemoptysis streaks and wisps of blood may 
come from the intensely engorged mucosa of the lower trachea and 
main bronchi, and in these the prognosis is not absolutely bad; when 
considerable hemoptysis occurs it seems probable that it is due to 
localised lung destruction, with the opening of arterioles before they 
have time to thrombose, and the prognosis is grave. 

We have only once seen a hemoptysis so abundant immediately 
before death that the hemorrhage itself could be regarded as actually 
the cause of death. On the other hand, we have seen cases with acute 
and considerable hemoptysis recover, so that though a very grave 
sign it is not a hopeless one; when the hemoptysis has been only 
in the form of wisps and streaks we do not think the prognosis any 
worse than it is in the cases generally. 

A final reference as to hemoptysis must be made to a few cases in 
which, after recovery has occurred and the patient has been apyrexial 
for several days, he has begun to expectorate quantities of compara- 
tively fresh blood although no alteration in the symptoms occurs. In 


all these cases—we have seen perhaps eight in all—nothing untoward 
has developed. 


Hemorrhages.—Hemoptysis has been common, as just 
described, but epistaxis has been far commoner. 


This symptom is not confined to the ‘‘ pneumonic” cases, but has 
been met with ina high percentage of the uncomplicated cases. We 
do not think that the occurrence of epistaxis indicates any special 
liability of the influenza to develop into the dreaded ‘** pneumonic ” or 
virulent type. In quite a number of cases the epistaxis has been really 
severe and difficult to control; more often, however, it has been merely 
a temporary nuisance liable to recur several times but invariably 
ceasing without treatment. 

The blood from the nose has generally been bright red, such as would 
come from a small arteriole if it were ulcerated ; and the prevalence of 
this epistaxis acquires additional significance when one realises how 
often the sphenoidal and ethmoidal sinuses contain pus at autopsy 
(see Morbid Anatomy, below), this pus being found to be teeming 
with pneumococci, sometimes associated with Pfeiffer’s bacillus. The 
epistaxis occurs early ; its character suggests erosion by an inflammatory 
process and encourages the suspicion that the pneumococci gain access 
not primarily from the bangs, but from tne nose, naso-pharynx, and 
accessory nasal sinuses, and we would consequently advocate the 
wisdom of using simple antiseptic gargling and nasal douching as a 
therapeutic measure in al influenza cases in the first stages, and also 
emphatically as a prophylactic precaution in healthy individuals 
exposed to the infection. 


Hematemesis has not been common, but we have met with 
it in approximately a dozen cases. 


In some of these there has been the possibility of epistaxis occurring 
during sleep, the blood from the nose having passed down into the 
stomach until enough has accumulated there to make the patient vomit 
and bring up an alarming amount of blood not really derived from the 
stomach at all. In a few cases, on the other hand, the vomiting of 
swallowed blood could be excluded, and true hematemesis must have 
occurred. 

In one such case, for instance, the patient was awake all the time; 
he vomited at 2 p.m , bringing uponly mucus and partly digested milk ; 
at 4 P.M., without any nose bleed or hemoptysis in the interval or 
afterwards, he vomited — and brought up over a pint of pure blood, 
darker than fresh arterial. He had no particular abdominal pain, but 
in this case, and in several others, we felt sure that there was some 
bleeding breach of surface in the gastric mucosa, possibly of hemor- 
rhagic erosion type. Such hematemesis is not confined to the fatal 
cases. 

Melzxna has also been observed : but whether this has resulted from 
swallowed blood in every case we cannot say. We have, however, met 
with many cases in which a quantity of bright blood has been passed 
per rectum; this has particularly occurred shortly before death. 

Hematuria has attracted notice very seldom. In a small number of 
cases the urine has been blood tinged or even red or blackish: but in 
all of these that we have seen the hematuria bas been part of a 
definite acute nephritis; the latter has been very common, and blood 
cells may be found in the urine microscopically in a high percentage of 


the *‘ pneumonic” cases. Hematuria apart from nephritis we have not 
met with. 


Purpura or other form of hemorrhage into the skin bas been v 
associated with such severe toxem 


uncommon indeed. Ina malady 


we should have expected purpura to be common. We have met ith 
no case of generalised purpura. One case had extensive purpura of the 
extremities; another exhibited severe ee of the legs between 
knee and ankle, associated with a hemorrhagic bullous eruption of the 
same parts. Both recovered. 

Several cases have occurred of acute sudden painful cedema of one or 
both feet associated with diffuse dull red deep-seated purpuric tender 
spots beneath the skin of the dorsum of the swollen foot, similar to 
those described by Osler in cases of infective endocarditis; possibly 
both the swelling, the pain, and the tender purpuric spots on the feet 
in such patients are the result of local changes in the smaller vessels of 
the parts—thrombotic or embolic. 

Hemorrhage from the ears has been seen by us in one case only ; the 
blood-staining of the pillow that resulted was extensive, but the total 
blood lost was not great. It was the result, we think, not of any 
special hemorrhagic tendency, but of blood-discharge from very acute 
bilateral otitis media. 

Other forms of hemorrhage have not attracted notice; we have seen 
approximately 50 of the ‘* pneumonic” cases in the female sex (mainly 
in the Nursing Staff), but in none has there been any special tendency 
to undue uterine bleeding. 

A further indication of the hemorrhagic tendency is afforded by those 
cases which have developed a pleural effusion. In the majority of 
these cases the prognosis is relatively goof, the fluid has been sterile 
and the preponderating cell has been thelymphocyte. In a few cases the 
fluid, which has still been markedly hemorrhagic, has contained 
pneumococci. In three cases a sterile hemorrhagic fluid in con- 
siderable amount was obtained from one side of the chest and thick 
streptococcal pus from the other. 


The colour of the patient : heliotrope cyanosis.—OF all the 
features of the ‘‘ pneumonic”’ cases we would lay most 
stress on the colour of the patient. He may not have much 
colour at all, he may be flushed, he may be sunburnt, or he 
may be plethoric; but whatever the degree of his facial 
colour we have always been thankful when this colour has 
remained red. It may be a sallow face with redness of the 
lips and ears only, or the patient may be of a rubicund type 
with general redness of his whole face, or he may be flushed 
with the unnatural redness of fever ; but so long as his lip 
and ear colour, whatever its degree, is red there is ample 
room for hope of recovery, no matter what the lung signs, 
the temperature, the pulse rate, or the respiration rate. 

When, on the other hand, to reproduce the colour of the 
patient’s facies, especially the lips and ears, one would need 
to mix some heliotrope, or lavender, or mauvy-blue with red 
paint to produce the right tint, the prospect is grave indeed, 
even if at the moment the patient seems comfortable, has no 
signs of consolidation in either lung, is sleeping fairly well 
and taking nourishment, has no more than an ordinary 
degree of pyrexia, a good pulse rate, not unduly fast, and a 
respiration rate that may not strike one as being unusual 
in the circumstances. 


This colour may be confined to the  y and ears, or it may affect the 
rest of the face as well; in either case it is the surest basis on which to 
pick out those cases in a ward that are likely to be dead in a day or 
two from those who, unless they themselves develop the same hue 
later on, will most probably recover. It is not impossible for a ‘‘ helio- 
trope cyanosis’’ patient to recover, but that he should do so has been 
the rare exception in this epidemic. The tint is precisely the same as 
that which struck us so much in the cases of fatal ‘* purulent 
bronchitis ” in 1916 and 1917; and it has been commented on by many 
other observers. 

The actual colour of the patients differ greatly, because some have 
much, others little, blood in their superficial capillaries, and there is 
every intermediate degree ; but common to them all is the mauve or 
heliotrope element that would have to be mixed with the red to repro- 
duce the hue in a painting. We do not pretend that all the serious 
types are like the second of the coloured illustrations which we 
reproduce, but many of them are exactly like it, and we have taken an 
unmistakable case to illustrate with emphasis what we mean. We 
would also lay much stress upon the fact that the dreaded tint gene- 
rally develops before the patient himself seems otherwise any more i!! 
than those around him who are going to recover. Once the hue is 
there, however, treatment, as we have elaborated below, seems totally 
unavailing. 

The change of colour may come on in a few hours. In the morning 
the man may be simply flushed but of good red colour, as in Plate |. 
By the evening or the next morning, not necessarily feeling muc! 
worse in himself and still quite cheerful and clear- headed though ill, 
he may have developed some degree of the colour of Plate II. ; and 
then it is generally a matter only of hours, or at most a day or two 
before he becomes of ghastly appearance like Plate III. 

At one time we thought the colour might be due to methemo- 
globinemia, but the spectroscope shows no abnormal pigment in the 
blood in these cases, nor is there any defect in the oxygen-carrying 
capacity of the blood (see below); the condition is one apparently of 
what Professor Haldane terms “ anoxemia,” precisely similar to what 
is seen in gassed cases at the Front and possibly due to analogous 
causes, to judge from the histological changes seen in the lungs. 


The breathing.—One of the most striking features about 
the breathing in the ‘‘pneumonic” cases is the absenc’ 
of orthopnea even in patients who are breathing very 
rapidly. 


Amongst female cases the desire to be propped up by pillows is not 
so uncommon, but in to men one can go round a hospital an’ 
see upwards of 500 cases in all stages of the disease, and it will be 


exceptional to find even one who is desirous of — so supported. The 
great majority lie at full length, and although it is probably good 
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practice to hy the patient’s position, so that he is not too long con- 
tinuously on his back, the patient himself prefers to lie flat. 

This absence of orthopncea applies as much to those with confluent 
consolidation as to those who have signs of bronchitis only. It is not 
due to the patients being too ill to care, for the mild, the medium, and 
the severe are alike in this respect. The prcbable explanation is that 
the pulse remains good until quite at the very end, and there is little 
dilatation or failure of the right ventricle. Failure of the right heart 
js the commonest cause of orthopncea in cases of dyspncea without 
obstruction to the bigger air-passages, and it is a striking feature of the 
hearts of these cases at autopsy that its dimensions, right and left sides 
alike, remain practically normal. In a word, the cyanosis is not 
cardiac. 

The patients breathe with greater rapidity than normally, silently as 
arule, except inthe terminal phase, and each respiration is short and 
shallow. When left to themselves the patients may be breathing only 
2 or 30 times a minute, but the slightest exertion, such as that 
entailed by rolling to one side or trying to undo the buttons of the 
shirt, increases this rapidity to 40, 50, or 60 per minute for the time 
being, any liability to cyanosis being markedly increased at the same 
time. There is clearly very little reserve power in the respiratory 
system, but very few patients complain of difficulty in breathing unless 
the respiratory movements are interfered with by the pain of acute 
pleurisy. It is not a dys-pnoea, but rather a tachy-pnoea or poly-pnoa. 


» Cough is troublesome in some cases, almost absent in 
others. 


It is apt to recur in paroxysms, and these may be very exhausting in 
the cases in which there is little sputum. When the latter is abundant 
it comes up fairly easily so long as the patient has a reserve of strength; 
in bad cases a time comes when the effort of coughing is too much, and 
the patient, whose lungs are full of what would be better expelled, 
neither coughs nor expectorates at all. 

We have found that a persistent cough is an indication for the 
examination of the chest (undue examination is, of course, to be depre- 
cated in these ** pneumonic ” cases) for evidence of fluid. 


= The pulse.—The heart does not fail as a rule, unless quite 
as a terminal event. 


“Tt is remarkable how often, when the general appearance of a patient 

shows he has only minutes to live, the pulse may still be quite regular, 
of good volume, and not much faster, perhaps, than 120 per minute. 
Karlier, the pulse-rate is generally not faster thau corresponds to the 
degree of pyrexia; and oiten it is less rapid than the ordinary 
temperature-pulse ratio wuuld lead one to expect. There are, of course, 
cases in which irregularity develops, or the pulse races towards the 
end; but, broadly speaking, the condition of the heart remains satis- 
factory throughout and the patients do not die from cardiac failure. 

It is noteworthy that in no single case did we meet with pericarditis 
either clinically or post mortem. This, we think, will not prove the case 
in records from other districts, and we are surprised at not having seen 
one Case. 

In one single case typical auricular flutter developed; this appeared 
to be a direct result of the influenza itself and not of the pneumonic 
complications, for it was already present when the latter supervened 
during convalescence from an ordinary influenzal attack. The man 
made no complaint about his heart though it was beating over 250 times 
a minute and the pulse waves were too small to feel, and he was doing 
well until he contracted pneumonic complications a few cays after he 
had seemed to have recovered. He had in fact been apyrexial for two 
days and had got up in the ward. Digitalis in large doses had an 
excellent effect upon the pulse rate, which in just 96 hours from the 
institution of treatment fell to 90 beats to the minute. 


“Herpes facialis.—Herpes of the lips or chin or ale nasi 
has occurred in a small number of cases, roughly speaking 
5 per cent. 


The eruption has seldom been extensive, though sometimes the 
vesicles themselves and the inflamed area on which they stood have 
me a hemorrhagic scab. In one case only has this hemorrhagic 
tendency been extreme. In this patient the wide area of the eruption, 
affecting both nostrils, the upper lip, the lower lip, both cheeks near 
the mouth-margin, the chin and the neck for some distance below the 
jaw, with the accompanying hemorrhage into the area of the eruption, 
was like that of severe spirochetosis ictero-hemorrhagica. But it was 
not followed by a fatal result. 


Herpes of the ears.—Sometimes with, but as often without, 
herpes of the lips and face, herpes of both pinnz has 
occurred. 


The vesicles were generally disseminated over the outer aspects of 
the pinna either singly or in groups of two or three, and not as 
coalescing patches. The eruption here was not aseociated with any 
other special feature in the cases, but the soreness of the ears was a 
trouble to the patient. 


The eyes and eyelids.—Quite early in the disease the upper 
eyelid tends to droop, as though the patient were half 
asleep. This is illustrated typically in Plate I. 


In the purely influenzal cases, or in the ‘‘pneumonic’’ cases that 
are not severely affected, this drooping of the upper eyelids is incon- 
stant, and the patient opens his eyes fully when his interest is aroused ; 
but in the severer cases the droop persists even when the man is 
spoken to; it is more than a mere state of being ‘‘ heavy-eyed” then, 
and it is an unfavourable sign. The eyelids are those of a man who is 
very toxic or half doped, and at the same time, in bad cases, the con- 
junctiva is dull and the eye looks dazed. The condition supports the 
view that the symptoms are due less to the condition of the lungs 
themselves than to the extremely toxic state of the blood and tissues 
generally. 


Delirium.—Mild degrees of delirium, especially in the 
early hours of the morning, have occurred even in the 
purely influenzal cases. In those with ‘‘ pneumonic ” com- 


degree of delirium presented by patients at different periods 
of the epidemic and in different areas of the Aldershot 
Command, 


At one time hardly a single ‘* pneumonic”™ patient out of hundreds 
presented any delirinm at all worth mentioning ; then we meet witha 
series of cases in which delirium lasting day and night, with hallucina- 
tions and a tendency to be physically and vocally violent, was pro- 
nounced. This delirium seemed unrelated to previous alcoholism, and 
the cases in which it was most marked were not necessarily fatal. More 
common than violent deliriuin with hallucinations was the low 
muttering type, with the tendency to get shakily out of bed until nurse 
came and put the patient quietly back again. 

Upon the whole, however, delirium of either mild or violent degree 
was less marked a feature even of the severe and fatal cases than one 
would have expected. On the contrary, it bas been heart-rending to see 
heliotrope-cyanosed lusty great men breathing 50 to the minute, and 
obviously bound to die within a brief hour or two, still clear-headed, 
able to talk connectedly, not complaining and not obvioutly in physical 
distress, yet fully conscious of what is about to happen to them by 
reason of what they know has happened to their fellows from the same 
regiment a day or two before. 

n the other hand, there is a type of termination in which a restless 
coma precedes death by many hours or even by a cay or two. The 
patient lies low in bed with his head thrown back. moving his limbs or 
his whole trunk restlessly from time to time. with partly opened mouth, 
a ghastly yellow pallor of the bollow sunken cheeks, pallid lavender 
hue of lips and ears, rapid sighing respiration, incontinence of urine 
and of feces, a heavy closed-up-cellar sort of smell about the bed, but 
complete oblivion and total absence of any suffering. 


Subsultus tendinum.—Apart from delirium, a high per- 
centage of the more serious cases, whether fatal or not, 
has exhibited the following condition. 


This is not so much the ‘picking at the bedclothes tendency as 
marked involuntary jerkings and twitchings, now of one leg, now of 
the head and neck, now of a wrist or fingers, now of a whole arm, now 
of one side of the abdomen or of the back—an extreme degree of sub- 
sultus tendinum. So very twitchy and jerky have some cases been 
that an overdose of strychnine has been the first suspicion, but the 
condition has been common without strychnine or any other drug 
having been used at all. The symptom is further evidence that the 
patients suffer from generalised toxemia of severe degree, the badly 
oxy genated state of the blood being perhaps an added factor in the 
subsultus, the nervous system being starved of oxygen by reason of 
the anoxhamia. 


Otitis media.—Deafness of some degree has been a fairly 
common symptom, both in the purely influenza cases and in 
those with ‘‘ pneumonic’”’ complications. 


Here and there a patient has become stone-deaf for the time being, 
even when no quinine, aspirin, or salicylate has been administered. It 
seems likely tbat the chief factor in the production of this deafness is 
microbic infection, perhaps pneumococcal, spreading from the nasal 
mucous membrane to the Eustachian tube. In further confirmation cf 
this view is the fact that, though many of the cases have lost their 
deafness spontaneously after a few days or a week, some have had 
severe earache followed by otorrbeea. The radical mestoid operation 
bas been required in two such cases already, and there may be others 
still to be similarly dealt with. In one case the bilateral ear discharge 
was so acute that it consisted of almost pure blood. Unfortunately we 
have not ourselves been able to investigate any such ear case 
bacteriologically. 


Parotitis.—In about a dozen cases—one of the severe 
‘*pneumonic”’ type which ended fatally, the others of 
simple influenzal type—unilateral or bilateral swelling of the 
parotid glands has developed when the patient was already 
in hospital for his influenzal attack. 


The chief difficulty in these cases has been to decide whether they 
were examples of mumps developing during influenza or whe her they 
were infective parotitis other than mumps arising as a complication of 
influenza, and this difficulty has been increased by the knowledge 
that an epidemic of mn umps has been simultaneously present in the 
command. Orchitis did not occur, but even if it had done so the 
further difficulty of possible gonococeal orchitis would have presented 
itself— such orchitis is met with so often in men who fall ill with 
something else. None of the parotid glands involved in our cases 
ended in suppuration. On the whole the swelling, whatever the 
degree, was relatively painless, and ability to open the mouth fully was 
comparatively unimpaired. 

Jaundice.—Jaundice has been quite uncommon in the 
cases in the Aldershot Command. 

No case has presented more than a slightly icteric tinge of the con- 
junctiva Through the courtesy of Captain Means, United States 
Medical Service, however, we bave seen 15 cases of definite jaund ce in 
**pneumonic’ influe: zal cases in Unite: States troops; the condition 
ot all these men was grave at the time. Full cetails of these and others 
will, we hope, be published by the United States authorities. 

The smell of the patients.—Just as many typhoid fever 
patients have a peculiar smell which is difficult to describe, 
but which is none the less almost characteristic, so do many 
of the influenzo-** pneumonic ” cases exhibit a peculiar faint 
indefinite smell, best noticed, perhaps, when the bedclothes 
are first turned back for purposes of chest examination. 

It is not the sour smell of perspiration, nor is it eee 4 foetor from 
the coated tongue or the surdes that are apt to collect + n Jips and gums 


in spite of the most careful nursing. It could not be calkd pathogno- 
monic, but it bas seemed to us worth while to call attention to it. 


plications there have been remarkable variations in the 


More than once it bas been so pronounced that we have asked whether 
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the patient has had a small dose of paraldehyde or any such drug 
some time previously ; but the smell seems to have no relation to any 
drug that has been given. 

@ In several cases there has been quite a different smell—a real stench, 
not of the mouth or of the sputum, nor the result of incontinence, but of 
the patient's living body generally. It has no particular application to 
those who have died of the disease, for in no case at autopsy has the 
body presented any unusual odour, nor do the tissues decompose or 
become evil-smelling with any undue rapidity, at any rate at the 
temperature of the month of October. 


Nephritis.—A high percentage of the ‘‘ pneumonia’”’ cases 
suffer from acute nephritis, but this fact would be missed if 
reliance were placed upon clinical evidence alone. 


There i: no ceiema of the lezs, back, or eyelids. The amount of urine 
pissed daily is not lessened beyond what one would expect from the 
pyrexia. Inaseries of cases daily measurements of the urine passed 
varied between 45 and 70 ounces, with an average of 54 ounces. 

It is very exceptional to find enough hematuria for it to be recog- 
nised by the naked eye. In the course of routine urine examination, 
however, albuminuria is found in some degree in nearly all the severer 
cases; and in quite a large number the amount of albumin present is 
from 1 to 5 parts per 1000, in association with renal epithelial cells, and 
fragmentary tube casts, generally epithelial and often ill-formed owing 
to the acuteness of the c»ndition. Red blood corpuscles are seldom seen. 

It is most important that absence of all «edema in this type of very 
acute nephritis should be realised to be the rule and not the exception, 
and we would urge that the routine examination of urines should be 
carried out with even greater zeal than usual during an epidemic of 
this sort lest patients should be discharged as cured when really they 
are still nephritic. It is from cases such as these that Rose Bradford 
kidneys” arise later on—the small, white, granular kidney of 
unknown ” origin. 

Large, red, blood-oozing kidneys of the type seen in acute scarlatinal 
uremia have been almost constant at the autopsies of the fatal cases, 
and the occurrence of this acute nephritis is further evidence of the 
infecting agent, or at any rate its toxins, being widespread through- 


out the body, the ‘‘ pneumonic” part of the disease being but a portion 
of the whole. 


Localised abscesses. —The commonest form of localised 
abscess in these cases is empyema. 


Acute pleurisy is the rule rather than the exception. In many 
cases this remains dry, but in many others it leads to the exudation 
of a small amount of fluid, thin but turbid, often blood-stained, not 
actual pus, though it contains numbers of polymorphonuclear leuco- 
cytes and organisms such as pneumococci. In fatal cases death 
generally occurs before there is time for this to change to true pus, 
and in cases that recover the fluid most often re absorbs spon- 
taneously, notwithstanding the presence of micro-organisms and pus 
cells in it. Here and there, however, we have found cases in which 
the fluid has gone on accumulating, and far from this proving a bad 
omen, the majority of such cases have ultimately done well. 

We do not think it wise to resort to surgical treatment of the 
empyema with the same rapidity that one would adopt were the 
infection in the abdomen. It has seemed to us that when the infec- 
tion thus shows a strong attempt at localising itself to a definite pus- 
focus the virulence of the general toxemia or septicemia bas lessened, 
as though from the formation of a *‘ fixation-abscess "(vide infra). We 
have come to regard it as a source for congratulation when one of these 
patients, very gravely ill, develops a definite empyema; our view upon 
the prognosis improves at once, and we have formed the impression 
that, unless there are stronz individual reasons to the contrary, it is 
wiser to wait a whole day, or even longer, before resecting a rib. 

Another point that has impressed us in this connexion is that simple 
needling of the chest has been so often followed by improvement in the 
patient's general condition that we would advocate such needling 
being done with less hesitation than is generally the case. 


Subcutaneous abscesses of pyemic nature have been seen 
by us in two cases only. 


Although recovery was slow both these cases, very gravely ill fora 
long time, ultimately recovered. Painful, slightly swollen red areas, 
generally of small size, developed now in one part, now in another— 
perhaps a dozen altogether in the course of four or five days. One 
or two of these broke down into pus, softened, and incision was 
necessary, the rest resolved by themselves without forming abscesses. 
Very grave though the outlook had appeared at one time in both 
these cases, we are inclined to think the subcutaneous formation of 
abscess2s helped these patients to recover in some obscure way. 
These cases may be analogous to that of the ‘' fixation abscess” pro- 
duced in the manner described below, and suggest a deflection of the 
toxins to one focus, converting a septicemia into a comparatively 
benign focus of infection. 

Hemiplegia.—-This occurred in one case only, and it was 
preceded by auricular flutter for some days. We thought 
the hemiplegia most likely due to a cerebral embolus from 


an intra-auricular clot rather than to a cerebral hemorrhage 
or to local thrombosis. 


Phiebitis of one or other leg, with typical painful swelling 
of the whole limb, was met with in half a dozen cases. 

in one or two the leg condition developed whilst the general disease 
was at its height; in the others it was a phenomenon of early con- 
valescence. In none of the cases did the vein-clotting lead to any 
suppuration locally, and the patients recovered gradually without 
further complications. 

Skin rashes.—We have referred above to one case of 
purpura of the legs associated with hemorrhagic bulle 
between knees and ankles, and to a number of cases exhibit- 


accompanied by general cedema of one or both feet. We 
have also referred to the absence of any generalised purpura 
in our series of cases, though so many of them were so 


extremely toxic or septic, and we have discussed herpes of 
the lips and ears. 


Other skin eruptions were infrequent. 


In a small number there has been acute inflammatory reddening »/ 
the skin arcund the nose and nostrils, spreading for a variable distance 
over the face, aud presenting the characters of facial erysipelas ; these 
cases did not do badly. 

In several there has been a widespread erythema of limbs, trunk, 
neck and face, resembling the rash of scarlatina at first sight, but 
exhibiting no characteristic puncta and differing from scarlatina in 
that neck and face, as well as the trunk and limbs, might bs involved 
by the rash. This erythema could not be attributed to any drug, sich: 
as aspirin, belladonna, or salicylate in some of the cases at any rate, 
and it was not the result of serum injections, though serum rashes (id 
occur in some of the cases treated with antitoxic serum. 

In one case there was a generalised morbilliform rash without the 
corsza or other phenomena of measles. 


Meningitis.—Notwithstanding the extreme severity of tlie 
general infection and the recovery of pneumococci or strepto- 
cocci from the blood and viscera post mortem and even 
during life, meningitis has not been met with as a phenomenon 
of influenzo-pneumonic cases. 


Several patients suffering from acute meningitis have been admitted 
as cases of influenza, but these have all been found to be meningococcal! 
A certain number of cerebro-spinal fever patients come in all the year 
round, but the number has, on the whole, been appreciably smaller 
during this influenzal epidemic than it has been in general. It would 
not be surprising if here and there amongst the thousands an instance 
of simultaneous influenza and cerebro-spinal fever should occur, and 
we believe that this has happened, but we do not regard the meningo- 
coccal meningitis we have thus seen as essentially related to the 
influenza. The existence of a widespread epidemic of severe influenza, 
however, does make the early recognition of cerebro-spinal fever more 
difficult than ever. 

In no case of ‘**pnevmonic” influenza seen by us post mortem has 
there been any obvious meningitis. 

Finally, a fairly extensive investigation of severe cases of influenza 
with special reference to the cerebro-spinal fluid, yielded in all cases an 
absence of any evidence of increasing intracranial pressure; the fluid 
was always clear and contained no excess of albumin, very few cells, 
and was always sterile. 


Ruptured rectus abdominis muscles,—In upwards of 20 cases 
we have seen spontaneous rupture of one or both rectus 
abdominis muscles, generally in that portion of the muscle 
which lies below the level of the umbilicus. 


The effort of coughing is apparently the immediate cause of this 
rupture, but the muscle has become diseased before it breaks. Some 
times one finds the rectus extensively affected post mortem without 
actual rupture having occurred. In most instances, even when there 
has been no rupture, the affected portion of the muscle presents the 
same sort of appearance as does the breast of a pheasant when one skins 
the bird after it has been badly shot at close quarters; the muscle is 
dark crimson, of bruised appearance, full of diffusely extravasated dark 
blood, friable, readily torn by the fingers, and it may be squeezed into a 
pulpy mass without much force. 

Why this muscle in particular should be affected in this way we do 
not know, unless it is the result of vessels in it giving way in con- 
sequence of violent coughing efforts. Doubtless the lesion is related to 
Zenker's degeneration of the muscle such as occurs in other infective 
maladies, enterica for example; but in ordinary Zenker’s degeneration 
the muscle is pallid and not hemorrhagic, whereas in the present cases 
the lesion has gone on to a local hemorrhagic pulpy state even if the 
muscle bas not been actually ruptured during life. Both rectus 
abdominis muscles are apt to be affected at the same time in cases in 
which either is affected at a}l ; that is to say, bilateral rupture has bsen 
as common as unilateral, 


Subcutaneous emphysema of the chest wall.—In about 15 
cases altogether palpation has elicited the striking pheno- 
menon of widespread subcutaneous crackling of the deep 
tissues of the chest and neck and back, the result of 
subcutaneous emphysema. 


This has always started on one or other side of the thorax itse!’, 
generally in front or towards the axilla rather than behind, spreadiny 
rapidly over a variable extent of the whole thorax and even to the 
neck, where it may form a complete collar of crackling swelling. ! 
is an event of very grave import, though one case at least recovere:! 
after its development. 
It is generally difficult to demonstrate post mortem how the ai: 
reaches the subcutaneous tissues. One explanation is to assume it 
origin from the lung root via the mediastinum; but in some cases #! 
least it results from asmall acutely necrotic focus in one lung ulceratiny 
directly through both layers of pleura into the extra-pleural tissue» 
Minute or small superficial abscesses in the lungs are met with in quite 
a number of cases; these are surrounded by sticky pleuritic exudate 
sufficient to prevent the development of pneumothorax when the 
visceral pleura is ulcerated through at a pin-hole point. Tne pariet«! 
pleura becomes infected by direct extension, and it only needs a pit 
hole perforation in it, too, to cause the subcutaneous emphysema of the 
chest wall which has been so striking in certain cases in this epidemic. 
That acute ulcerative or fvcal necrotic changes in the lung tissue a’: 
in this way the cause of the emphysema is further suggested by the 
way the onset of the subcutaneous crackling has not infrequent!) 
been simultaneous with acute hemoptysis, as though the focal lung 


ing curious painful purple spots over the dorsum of the foot 


necrosis opened up an arteriole at the same time. Nearly all these 
patients die. 
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MorsBip ANATOMY. 
the Lungs. 


Although we believe that the infection is widespread 
and not confined to the lungs, the patients exhibit a pre- 
ponderance of chest phenomena, so that naturally the lungs 
attract first attention at autopsy. We would emphasise, 
however, the bacteriological findings in the heart blood and 
spleen, and the prevalence of acute nephritis, as indicating 
that the lung lesions are very far from being the whole 
basis of the so-called ‘‘ pneumonic” cases. We think that 
the fatal disease is an influenzo-pneumococcal or influenzo- 
streptococcal septicemia with more or less marked local 
lesions in the lungs, but we do not think it isin the main a 
lung disease any more than we would regard enterica as 
essentially a bowel malady, notwithstanding the ulcers in 
the ileum being the chief lesions found post mortem in 
typhoid fever cases. 

In the next place, although the physical signs during life 
may often be precisely those with which one is familiar in 
lobar pneumonia, it is absolutely exceptional to find the 
straightforward typical hepatisation—red or grey—of true 
croupous pneumonia. 


Only in one single case have we found what appeared to be true 
red hepatisation—and this was in two-thirds of one lobe only, the rest of 
the lungs presenting broncho-pneumonia, hemorrhage, and bronchio- 
litis of the type described below. In one other case a small portion of 
one lobe looked like grey hepatisation in contrast to the multiple and 
diverse lesions elsewhere in the same lung. 

True lobar pneumonia is not what is found post mortem in the vast 
majority of the cases. Whole lebes may be consolidated and in an 
anatomical sense the lesion is ‘lobar’’; but the term “lobar pneu- 
monia” has come by common consent to be a particular and well- 
defined variety of lobar consolidation, and one does not use the term 
“lobar pneumonia” of every form of lung consolidation that happens 
to have a lovar distribution. 


In the next place, though some variety or degree of con- 
solidation has been the rule throughout the serious cases in 
the present epidemic, we would lay much stress upon the 
fact that here and there an autopsy reveals practically no 
lung consolidation at all. 


The lower lobes may be dark-red, almost black-red, heavy, cedematous, 
congested, the upper lobes pale and distended; but no part of any 
lobe actually sinks in water, or, at any rate, only tiny portions, care- 
fully searched for, found with difficulty, and cut out with fine scissors. 
There cases without consolidation have run almost identically the same 
clinical course as those with much, and it is one of the striking teatures 
of the disease that the extent of the lung consolidation is no measure 
whatever of the severity of the infection. 

This is precisely what struck us when we wrote in 1917 about 
‘‘purulent bronchitis.” Fatal cases of the latter exhibited varying 
degrees of broncho-pneumonia associated with bronchitis or bronchio- 
litis or without any broncho-pneumonia at all. And we believe that 
the ** purulent bronchitis" then described was only one type of a con- 
dition which has recently shown itself to be remarkably protean. 

The next point to emphasise is the absence of thick 
abundant bronchiolar pus in our own cases at the present 
time. 

In the *‘ purulent bronchitis” cases one of the most marked pheno- 
mena post mortem was the ne | in which thick yellow pus welled in 
smaller or larger spots and dots from all the bronchioles when the lung 
was cut. This peculiarity has been strikingly absent in the great 
majority of the recent Aldershot influenza cases, only small «juantities 
of pus being expressible from the tubes, as a rule. And yet in pre- 
cisely similar ‘* influenzo-pneumonia ” cases seen in another command 
during the same epidemic the amount of pus expressed from the 
bronchioles was similar in amount to that of the ** purulent bronchitis” 
cases. There is nothing constant about the lung lesions, and what may 
be true uf a group of cases in one place may not hold good for another 


group of cases elsewhere, aithough the disease in general is clearly the 
same in both. 


We will now try to indicate the kind of lesions met with, 
as a rule. It is not easy to depict these because they are 
so variable in the degrees and extent to which the following 
various conditions may be mingled together, namely :— 


Broncho-p i Multiple small areas 

(Etema, of collapse. 

Extreme congestion. | Massive collapse. 

Diffuse hemorrhage, | Formation of abscesses, 
not solid. generally small, but 

Solid he norrhage. often multiple and bronchitis.* 

Infarction. aggregate.l. Gangrene. 

* Difficult to demonstrate macroscopically, but shown to be extensive 
microscopically. 

One case may exhibit extreme congestion and cedema, with dis- 
seminated non-confluent broncho- pneumonia, subpleural hemorrhages, 
and angry-looking purulent pleuritic lymph. 

The next may have complete consolidation of both lower lobes by 
confluent broncho-pneumonia without any pleurisy at all. 

The next may have not lobar consolidation but irregular mass2s which 
are more easily felt than seen, of deev crimson consolidation due to 
combined broncho-pneumonia, collapse, and hemorrhage, scattered 
waar through all the lobes of both lungs, with or without acute 
pleurisy. 

Tne next may have one entire lung apparently healthy, the upper 
lobe of the other pale and over-distended, and the remaining lower lobe 


Pleurisy. 

Compression (by fluid). 

Interstitial emph y- 
sema. 

Bronchitis peri- 


heavy, nearly but often not totally airless, of a consistence to suggest 
spleen rather than liver, and of a dull, deep-slate colour externally, 
still further suggesting a post-mortem spleen. 

The next may have broncho-pneumonia, more or less extensive in the 
lower lobes with firmer wedge-shaped areas amongst the latter strongly 
suggestive of infarcts; whilst the upper lobes, free from broncho- 
pneumonia, may present from one to half-a-dozen or more typical 
infarcts. generally not large, of deep red colour, contrasting with the 
paler hue of the rest of the upper lobes. 

{n another case these infarcts may not be uniformly deep red, but 
pale, with crimson margins, due to the breaking down of the central 
parts into one or more incipient small abscesses. 

Again, there may be no detfinite infarct, and yet over a more or less 
circumscribed region of one lobe, and often just below the pleura, as if 
they were originally in an infarct, one may see 20 or 30 pale yellow, 
slightly prominent areas, each of which turns out to be an incipient 
abscess or even a definite necrotic focus from which the contents 
can be washed out with a medium stream of water or readily ex- 
pressed with the finger. It is from such superficial abscesses as these 
that perforation of both layers of pleura and consequent subcutaneous 
emphysema may arise; and if this is the sequence of events it is easy 
to understand why the development of subcutaneous emphysema 
generally prognosticates a fatal termination. 


What the pathology of the infarcts is we cannot say with 
certainty. 


Very possibly they are thrombotic and not embolic, in which case 
they point to severe changes in the vessel walls and perhaps in the 
blood itself. On the other hand, when one considers the frequency of 
purulent infection of the sphenoidal air cells (see below) one teels that 
thrombosis of venules in the neighbourhood of the base of the skull, 
where they are difficult to demonstrate either clinically or post 
mortem, is not an improbable event, leading perhaps to small but 
virulent septic emboli of the lungs with infarction and the formation 
of abscesses in the infarcts. 

Perhaps both thrombotic and embolic infarcts occur; in either case 
their occurren’e, not by any means in all cases but none the less in 
many, is a reminder that the vascular route of lung infection must not 
be forgotten. It seems highly probable that much of the lung mischief 
is due to direct invasion through the respiratory passages—trom main 
bronchus to bronchioles and from the latter to the alveoli, bronchitis 
preceaing broncho-pneumonia. But another route may be via the 
blood stream, thus accounting for the great severity of the infection 
and its high mortality. 

Apart from actual iofarcts, hemorrhage into the deep lung tissue 
has been very common. Sometimes it is diffuse and difficult to 
demonstrate, owing to the already very deep crimson colour of the 
congested lung ; but even then one can see it in the form of very dark, 
almost black, patches or ill-defined diffuse network, or a_ bigger 
localised mass which can be felt and which sinks in water. 


The lower lobes have been affected very much more 
than the upper, though apical consolidation with confluent 
broncho-pneumonia is met with in a few instances. 


With few exceptions the colour of the lower lobes has been deep 
crimson from extreme congestion,and very marked «od9ma of the lower 
lobes has been the rule, frothy blood-stained serous fluid pouring from 
the cut lungs when they ara gently squeezed. This «edema is respon- 
sible for much of the increased weight of the lower lobes, and it occurs 
equally whether there is much broncho-pneumonia or little. 

Although we have met with many cases with multiple small areas of 
necrosis or abscess formation, and many in which the lungs were 
pulped with ease by the hand, much in the same way as a decomposing . 
spleen may be squeezed to pulp, we have met witn no case so far of 
actual gangrene of the lung. and there has been no odour suggesting 
incipient gangrene. Perhaps this is due to the rapidity witn which 
the disease progresses, so that patients have died before there has been 
time for true gangrene to develop. 

We have met with no case of pneumothorax. 


Pleurisy has been very variable in its incidence. 


Quite a number of consecutive cases have exhibited acute pleurisy 
of the *‘ lack-lustre” type with little or no fibrinous exudate and no 
free fluid, the acute p'eurisy affecting one or both lower lobes, and 
much less often an upper lobe. Another group of cases have demon- 
strated no naked-eye evidence of pleurisy, although the intra-pulmonary 
lesions may be various and abundant. It has been exceptional to find 
much free fluid in the pleural cavity; one or two ounces of turbid 
bl od-tinged fluid are present in a fair number or cases, but a large 
effusion has been exceptional pst mortem. This is partly due tothe 
recognition of fluid in the chest during life and its removal by aspira- 
tion, for fairly large pleuritic effusions have not been particularly 
uncommon in the wards. It is also partly due to the recovery of the 
whole of those cases in which the focalising effect of a copious effusion 
has been the patient’s salvation. 

The thin turbid fluid is clearly of the nature of an empyema, but it is 
not actual pus; it may become pus and need operation clinically, but 
we have not seen more than one or two cases of actual empyema in this 
disease posit mortem. We think the empyema cases tend to do well 
for the reason stated above. 

Interstitial emphysema in the form of a fine melon-rind network 
beneath the pleure has occurred in several cases; the condition is 
doubtless the result of inflamed alveolar walls giving way under the 
stress of coughing efforts. 


Acute bronchiolitis is nearly always present. 


The histological changes in the lung tissues must be postponed for a 
subsequent communication. We would only say here that in many 
sections there is an appearance in and around the bronchioles and 
inside the alveoli which at first makes one think that the parattin has 
been imperfectly removed from the tissue. We thought at first that 
this was actually the cause of the appearance seen, but on further 
testing it seems that the appearance is due to a homogeneous structure- 
leis non-cellular exudate which fills the bronchi:les and the peri- 
bronchiolar tissues and forms as it were a plastering round the inside 
of thealveoli. it is not fiorinous like the exudate of croupous pneu- 
mopia. Presumably it is aa albuminous exudate, coagulated in the 
process of fixation, and it is very similar to that which can be seen in 
fatal cases of poisoning by chlorine gas. ; 


We 
$0 
of 
of 
nice | 
1e8e 
ink, | 
but 
in 
ved 
uch 
ate, 
did 
the 
the 
| 
ren 
| 
ted 
cal i 
ear 
Ver 
uld 
nee | 
and 
g0- 
the | 
| 
ore | 
has 
nza 
an 
uid 
lls, | 
us 
cle 
his | 
ne | 
put | 
ere 
the | 
ins | 
ark | 
Oa 
do | 
to 
ive 
= 
S635 
she 
in | 
en 
15 | 
ep 
of 
ny 
he 
I 
air | 
it 
at 
ny 
ite 
ite 
he 
fal 
he 
he 
jy 
ng 
se 


8 Tas Lancet,) DRS. ABRAHAMS, HALLOWS, AND FRENCH: INFLUENZAL SEPTICAMIA. 


(Jan. 4, 1919 


This albuminous exudate throws much light on the nature 
of the dreaded cyanosis. If the oxygen in the alveoli has 
to traverse this albuminous layer in addition to the alveolar 
wall before it can get to the hemoglobin of the blood, it is 
evident why there is such marked anoxemia. 

Other Post-mortem Findings. 

The larynx, trachea, and bronchi.—Starting ata variable 
distance down the trachea, often near the top of it and 
sometimes in the larynx itself, there is reddening and con- 
gestion of the mucosa, the dep’h of crimson increasing 
rapidly as one passes down the trachea, until in the main 
bronchi the dark-red colour is extreme. 


That there is tracheitis and bronchitis in addition to whatever 
changes there may be in the lungs suggests strongly that, even if a 
blood infection does occur as well in the way we suggest, invasion of 
the respiratory tissues by extension from above downwards is pretty 
constant. In addition to deep crimsun congestion there is often a 
granu'ar apoearance of the surface of the mucosa of the lower part of 
the trachea and of the main bronchi, suggestive of a small amount of 
exudate upon the surface. This may even reach the stage of giving 
the appearance of a very fixed milky film over a crimson base, but we 
have not seen the definite membranous exudate described by others. 

When viewed in an oblique light the inflamed mucosa often exhibits 
multiple minute depressions, very shallow but well defined. These 
took like extremely small surface ulcers not penetrating the whole 
thickness of the epithelial covering, but they may, on the other hand, 
be merely normal unevennesses exaggerated by the congested swollen 
state. As yet we have not settled this point histologically. 


The bronchiai glands.—The lymphatic glands below the 
bifurcation of the trachea have been found enlarged and 
crimson from injection in practically every case, and as a 
rule they have been not merely large but very large. 


In one case only had actual suppuration occurred in a big gland 
below the right bronchus; in this instance it contained fully 
2Zdrachms of pus. It had not burst to produce mediastinal suppura- 
tion, though it seemed clear that this must have been the result if the 
patient had survived a day or two longer. 

The glandular infection is not confined to those about the main 
bronchi; the glands in the root of each lung, in the superior and 

terior mediastina, and the deep glands up the neck even as high 
as the cricoid cartilage also are often enlarged and deeply crimson 
from inflammatory congestion. We have not noticed similar involve- 
ment of glan ts elsewhere —for example, in the abdomen. 


The thyrowd gland.—Considerable enlargement of the 
thyroid gland has been the rule. 


In one or two cases the swelling has not been less than that seen in 
an average case of Graves’s disease, and the isthmus was enlarged in 
the same proportion as the lateral lobes. Presumably this enlargement 
of the thyroid is the result of the general toxemia, corresponding in 
this respect to its enlargement in some other forms of toxic trouble; at 
any rate, it has been quite pronounced and almost constant in our 
cases. 

The heart.—The most remarkable feature about the heart 
is the general absence of dilatation. 

In quite a large proportion of cases there has been no trace of dilata- 
tion ; in a fair number of others there has been some dilatation of the 
right side, but this has se'dom been extreme, perhaps enough to cause 
the apex of the heart to be formed about equally by right and left 
ventricles. Most often the heart has appeared of normal dimensions 
ani the apex has been formed entirely by the left ventricle. This 
absence of dilatation accounts for the clinical absence of orthopncea. 

Whether or no pericarditis ever occurs, we have not met with one 
case of it yet; ani the same applies to endocarditis. 

We have also been struck by the absence of subpericardial petechi, 
such as are generally met with in very toxic conditions. 


The spleen.—In many cases no enlargement of the spleen 
has been evident; in many others it has been slightly 
enlarged—half as big again as normal, or, exceptionally, 
twice its normal size. It has never been pronouncedly big— 
never big enough, for example, to have been palpable below 
the rib margin. 

In most cases the splenic substance has looked normal. In a few 
there have been mu!tiple small areas of increased firmness and darkened 
colour, due apparently to quite small infarcts. In two cases there have 
been massive and unmistakable infarcts, one of which was already 
softening into an abscess. Whether these were embolic or thrombotic 


it is difficult to say, but in the absence of endocarditis their thrombotic 
nature seems the more likely. 


In one or two cases there have been multiple ill-defined small areas 
paler than the rest just beneath the capsule, not firm like infarcts, not 
pa'pable at all, and yet on close inspection seeming to be very slightly 
swollen ab »ve the general contour of the organ. None of these have 
shown any tendency to break down, but there have been granules and 
tags of recent fibrin on their surface, so that they would appear to be 
foct of localised infection in the spleen with focal acute capsulitis 
over them. 

The liver.—The liver has been in nearly all cases of a paler 
brownish-red colour than normal and moderately increased 
in balk, but otherwise not obviously affected. The naked-eye 
changes are those common to any acute febrile illness of 
short duration. There has been no undue congestion, still 
less any nutmeg change. 

The stomach, intestines, and vermiform appendix.—The 
alimentary canal has not exhibited any particular change. 


We have had no case of pneumococcal or streptococcal peritonitis, 
The stomach and intestines have been relatively empty, for the patients 
have been too ill to take food. There has been no special tendency to 
over-distension of either the stomach or the bowels with gas. 

The vermiform appendix has not shown any notable change. We 
mention this because there has been a tendency elsewhere, we have 
been told, for certain of these influenzo-pneumonic cases to develop 
acute appendicitis. 

The kidneys.—These, in the fatal cases, have presented 
uniformly, the same, or approximately the same, appearances. 

They are of slightly larger size than normal, the capsules peel 
readily, the stellate veins upon the surface are not markedly obvious, 
the colour is dull purplish red but not strikingly abnormal, but on 
cutting each kidney open in the ordinary way and leaving it to lie for a 
moment, the cut surface rapidly becomes obscured by dark red blood 
which wells slowly but steadily from every part of the organ, 
particularly from the glomerular region. On close inspection one can 
see the reddened swollen glomeruli fairly easily, and on pressing the 
organ the blood oozing becomes still more pronounced. 

There is 10 evidence of cardiac passive congestion, the pyramids are 
not particularly more cyanosed than is the cortex, the whole condition 
is reminiscent of acute scarlatinal nephritis. After scarlet fever the 
large red kidneys are described as ‘‘ blood-dripping” ; in the present 
cases the kidneys are rather “ blood-oozing” than “ dripping,” though 
if they are held up and gently pressed they drip blood slowly in fair 
amount. 

Histologically there is confirmatory evidence of acute nephritic 
changes, particularly of the ‘‘acute glomerular” type. Details of this, 
as of other histological appearances in these cases, must be kept for 
another section; but that so many, if not all, of these fatal influenzo 
pneumonia cases have acute nephritis even though they have no 
cedema is, it seems to us, a point of much importance. 


The sphenoidal and other accessory nasal sinuses.—We have 
examined the sphenoidal and ethmoidal air cells in 20 con- 
secutive cases. 

In one only was there no naked-eye evidence of disease of one or 
other or both, particularly of the sphenoidal which lends itself most 
easily to clear examination. In most of the 19 there was definite pale 
bright-yellow pus in the sphenoidal air cells: in several this pus 
squirted out on to the chisel used for opening the bone. When there 
was not thick yellow pus there was turbid serous fluid with angry rei 
congestion of the lining membrane and adjacent parts. Doubtless this 
is one factor in the severe headache from which some of the patients 
complain, when they are not too ill to complain at all. 

We did not examine the frontal sinuses or the middle ear 
as a routine. We are much impressed, however, by the 
frequency with which the sphenoidal air sinuses are infected 
or full of pus, and we must add in passing that we think this 
serves to emphasise the importance of the uppermost air 
passages, especially the naso-pharynx, in connexion with the 
disease. It is very unlikely that the sphenoidal air cells 
became infected secondarily to the lungs. In some cases 
the total length of illness had been so short that, for so 
much purulent fluid to have been present in the sphenoidal 
air cells, infection in that region must have been present 
from the start. When the frequency and severity of 
epistaxis is remembered, as well as the tendency to otitis 
media already commented on, the importance of the naso- 
pharynx as a likely site from which the whole trouble starts 
can hardly be exaggerated. The practical issue of this 
surmise should be insistence on the simple antiseptic toilet 
of the nose and throat—by nasal douche and gargle —once a 
day or oftener both by healthy individuals exposed to the 
danger of infection, and by the influenzal cases themselves 
at the earliest possible moment before they are too ill to 
gargle or to douche. 

The bacteriology of the sinus infection is dealt with lower 
down. , 
TREATMENT. 


Treatment of influenzal cases naturally divides itself into 
two categories—that directed to the general run of simple 
uncomplicated cases, and that which has been tried for the 
virulent septicemic group. 

Uncomplicated Cases. 

The first group is readily dismissed. Although a large 
number of different remedies have been recommended and 
vaunted as ‘‘specific’’ for the early treatment of influenza, 
consideration of their application with controls upon a very 
large scale has encouraged us to doubt whether the course of 
the disease is modified or abated in the slightest degree by 
any one of them. And in this connexion we would like to 
add our gradually increasing conviction that although 
common sense naturally dictates the greatest reasonable 
precaution possible even for the mildest case, yet the 
virulent type appears to originate ab initio and to develop 
in spite of early treatment. We have been struck so 
frequently by the change in character of the mild into the 
virulent type in spite of every care in the early stage that 
the conclusion appears to us irresistible that development of 
the virulent type was unavoidable. 
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Fic. 1.—This illustrates an early case in 
which the facial colour is frankly red, 
and the patient might not appear ill 
were it not for the drooping of the upper 
eye-lids, giving a half-closed appearance 
to the eyes. 


Fic, 2.—This illustrates a pronounced 
degree of the “heliotrope cya- 
nosis.’ The patient is not in 
physical distress, but the prognosis 
is almost hopeless. 


Fic. 3.— This illustrates another 
type of the cyanosis, in which 
the colour of the lips and ears 
arrests attention in contrast 
to the relative pallor of the 
face. The patient may yet live 
for twelve hours or more. 


THE “HELIOTROPE CYANOSIS” 


OF 


INFLUENZO-PNEUMONIC SEPTICASMIA. 
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As a routine procedure every Case was given calomel gr. iv. 
and mag. sulph. Jit. on the following morning. As‘: specific” 
remedies we employed ol. cinnamon, aspirin, quinine, and 
sod. salicylate, and our ultimate conclusion has been that 
although drays at this stage are of value as symptomatic 
remedies no value attaches to their application either in 
cuttiag short the duration of a mild attack or in preventing 
its develop nent into the more serious type. 

Quinine merits a word of special reference, since its 
advantage as a prophylactic has been loudly acclaimed. 
Whilst it is impossi»le to declare that no defence whatever 
is produced by this drug, we can at least publish the experi- 
ence of seeing eight cases in men who had for a month 
previous to their admission to hospital with influenza been 
taking 10 grains of quinine regularly every day for malaria. 

Finally, we would aid a warning that the attempt to 
belittle the condition and allow the patient to return to his 
ordinary duties after a short febrile period has been poor 
economy. In very many cases —we are speaking of the 
present epidemic, as distinguished from the cases in June, 
which took a mach milder course—a recurrence has occurred 
on the third day after the patient has been allowed to rise ; 
and we censider it highly necessary to insist on at least three 
afebrile days before the patient gets up at all, and then three 
clear days up and dressed with relative inactivity before he 
is permitted to return to his unit even for light duties. 


Treatment of the Virulent Type of Case. 


In the earlier cas2s reliance was placed upon (1) the 
employment of oxygen in the orthodox fashion; (2) the 
administration of cardiac stimulants ; and (3) venesection. 

It is convenient to consider venesection first. Notwith- 
standing the absence of rizht-sided cardiac dilatation, the 
blue appearance of the patient seemed analogous to that of 
a typical pneumonic case in which venesection was indi- 
cated, ani sugyested this form of treatment. In no case 
has venesection produced the slightest improvement, not 
merely in the patient’s general condition, but even in the 
degree of cranosis. Apart from other considerations, the 
act of venesection itself is unsatisfactory. The blood flows 
with great difficulty, and only with prolonged perseverance 
has it b-en possible to extract the quantity likely to be of 
any benefit ; in fact, the absolute failure to ameliorate the 
condition induced the conclusion that mere venosity of the 
blood alone was not the cause of the colour, but that some 
change had taken place in the blood itself which prevented 
its taking up oxygen, as, for example, the formation of 
methemoglobin or even of some other pigment which had 
destroyed its capacity for carrying oxygen. Such a con- 
clusion has, however, been completely disproved by the 
absence of any characteristic bands in the spectrum, and 
also by our experiments upon the oxygen-carrying capacity 
of the blood, which showed in all cases a condition fully 
equal to the normal, and in a few cases, presumably owing 
to polycythemia, actually surpassed normal controls. 
Similarly, the employment of oxygen in the routine fashion 
10-15 minntes at a time failed to produce even temporary 
relief. R-ference will be made later to the continuous 
administration of oxygen. 

With the failure of venesection, sal ne infusions were next 
adopted as a routine procedure in all ‘‘ blue” cases. Sub- 
cutaneous, orrather intramammary, introduction was found, 
with one curious ex:eption (vide infra), to produce no 
improvement. On the principle that a more immediate 
effect might be produced by intravenous medication, this 
route was substituted for the subcutaneous method, but with 
no greater success. And, again, no more favourable report 
is possible in the case of the simultaneous processes of vene- 
section and intravenous injections, which other observers 
have claimed to employ with satisfactory results. 

With the failure of saline infusions, addition of various 
substances to the saline solution was instituted on more or 
less empirical lines. On the principle that ‘ acidosis” 
was playing a part in the production of cyanosis sodium 
bicarb »nate in varions quantities was used, and later glucose 
in 1, 2, and even 4} per cent. strengths of solution. 

The specific treatment by Malford’s antipneumococcal 
serum, administered intravenously. was tried in a few cases 
only owing to the comparative difficulty of obtaining large 
quantities. but no results accrued to encourage its employ- 
ment on a large scale. 

And, indeed. h -wever lamentable such an admission must 


single line of treatment can be credited with the capacity of 
saving one of the virulent cases, Certainly desperate cases 
recovered though few in number, and in not one of these 
cases was any special line of treatment adopted. 

A striking instance was afforded by one particular case 
whose condition was so extremely grave as to appear hope- 
Jess, so much so that it was felt to be unfair to adopt any of 
the special methods of treatment which were on trial, for 
failure in this case could hardly be a reflection upon the 
adequacy of the treatment. And yet this case was one of the 
very few extreme cases which recovered. 


Other Forms ef Treatment. 


It has been mentioned that one curious exception occurred 
in the treatment by subcutaneous saline injection. In this 
instance suppuration occurred at the site of inoculation with 
sloughing of the tissues and the formation of an abscess, in 
the pus of which were identified Staphylococcus aureus and 
a streptococcus morphologically resembling the organism 
recovered from the heart’s blood ia some of the fatal cases. 
The patient made a complete recovery, although a week 
previously his condition had appeared hopeless. On the 
principle of forming other ‘‘ fixation abscesses” of this kind, 
intramammary saline infusions were then resumed in another 
series of cases, the idea being that injury to the tissues by 
distension with the fluid might Jead to the same happy result 
as in the case referred to. Not a single case, however, 
responded in similar fashion, nor was any improvement 
otherwise obtained. In a more heroic attempt to encourage 
abscess formation alive culture of streptococci obtained from 
the heart’s blood of a fatal case were injected in a dozen cases, 
the dose administered being estimated at 15 millions. In not 
a single case did any suggestion of suppuration appear at the 
site of inoculation, and of the 12 cases upon whom this 
treatment was tried 8 died. It only remains to be added 
that the four who recovered were severe but not desperate 
cases, and it cannot be -upposed that the culture contributed 
in any way to their recovery, as dozens of similar cases 
recovered without such treatment. Injections of turpentine 
were also employed, but without any advantage. 

On the presumption that want of oxygen was the cause of 
the cyanosis and presumably of death, the continuous adminis- 
tration of oxygen by the Haldane apparatus, similar to that 
employed in ‘‘ gassed ” cases, was then undertaken. It must 
be added that only a certain percentage of cases are suitable 
for this treatment which, as recommended by Professor 
Haldane, must be practically continuous for many hours. The 
patient mu-t be sufficiently intelligent and compos mentis to 
understand the persuasion that it is necessary for him to 
tolerate any slight discomfort for the sake of the ultimate 
gain, and the application is impossible in the case of patients 
with pulmonary secretions which soon foul the apparatus. 
We cannot state that any real advantage arose from this 
method of treatment. A few patients admitted a certain 
temporary gain in comfort at the end of several hours, 
although ultimately death ensued; the majority resented 
its application altogether. 

The stimulant employed as a routine procedure was 
brandy, 4 oz. in 24 hours being administered. Strychnine 
was found to be unsuitable. It appeared to excite the 
patients unnecessarily and increased delirium ; and whilst 
of no value to the sufferer was the cause of much annoy- 
ance and distress to other patients by the noise produced. 

Sedatives were also employed, principally bromide, 
bromide and chloral, tinct. opii and morphine hypodermic- 
ally, but the last named alone appeared to have any value 
in producing sleep or quietening delirium. Paraldehyde 
has been more recently tried, but at the time of writing no 
definite conclusion in its favour can be stated. 

Emetics were administered in a few cases in which, from 
the chest signs, expulsion of purulent material might have 
been expected. La ge doses of vinum ipecac. and vinum 
antimoniale proved useless ; emesis was induced by apo- 
morphine hypodermically, but no relief could be noted. 

We may perhaps anticipate one criticism of our attempts 
to treat the virulent cases under consideration. It may be 
argued that the value or otherwise of no line of treatment 
can be estimated by its application to moribund or desperate 
cases. This, of course, is perfectly true, but, as we have 
found reason elsewhere to mention, it is impossible to esti- 
mate the severity or the probable development of severity 
of a case; and to apply any line of treatment indis- 


be, we must place on record the conclusion that not one 


criminately to all cases on the principle that some might be 
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prevented from developing into the virulent type would be a 
useless method of estimating the value of the treatment. 
since the large majority of cases which spontaneously 
recover would have to be credited to the particular treat- 
ment under consideration. It cannot be argued that any 
time was lost once the suspicion arose that a desperate case 
was to b2 anticipated, and since it is obviously impossible to 
quote actual statistics under this head, we can only express a 
conviction that so far as our observation extended nothing 
prevents the development of the serious case from one 
apparently trivial, and nothing can claim to avert the course 
of its virulence once it has developed. 


PROGNOSIS. 

This leads us to say a few words on the question of 
prognosis. The great majority of cases of influenza, of 
course, recover. What particular percentage comes into 
this category it is not possible to decide, since the 3800 
or so cases admitted to the Connaught Hospital during the 
recent epidemic afford no indication as to the total number 
of cases in the Command, and the difficulty of obtaining 
figures sufficiently reliable to be of value has been insuper- 
able. ‘The comparatively mild cases are treated in large 
numbers at their own units, only those who are clearly from 
the outset of comparative severity or those in whom pyrexia 
has persisted for 48 hours are sent into hospital. We would 
once again indulge in the consolatory reflection that we are 
convinced that no untoward results must be attributed to 
the deprivation of early hospital treatment in all cases; 
neglect of any case is of course to be condemned, but again 
we would add that the virulent case appears to be something 
sui generis. 

As regards the prognosis of the admittedly serious case, we 
must confess to having found difficulties in the establishment 
of criteria, even after an experience of many hundred cases. 
Early in the epidemic we were persuaded that the cyanosed 
cases invariably succumbed. Later we were fortunately able 
to record that a certain, even if a small, number of these 
recovered ; and yet the latter have been quite indistinguish- 
able from the majority of the cyanosed cases who died. 
No criteria as to temperature, pulse-rate, or respiration-rate, 
and not even of general condition, can be absolutely deter- 
mined. It is true that a rapid fall in temperature without 
any amelioration of symptoms was in a ‘‘ blue” case almost 
always a precursor of death within 24 hours, and that the 
case with blue colour, when accompanied by a cold, clammy 
skin, might be considered to be beyond hope of recovery. 
And yet cases whom earlier in the epidemic we considered 
to be beyond redemption certainly recovered, encouraging 
the determination not to abandon hope entirely until the 
patient was unmistakably moribund. 

An even more painful indication of one’s prognostic 
deficiency was afforded by cases who, not only at their 
admission but even for several days of treatment in hospital 
appeared to run a comparatively trivial course and to give 
rise to no legitimate anxiety, suddenly took a turn for the 
worse, rapidly developed cyanosis, and died within a few 
hours of being only trivially ill. 


PROPHYLAXIS. 

A few final words may be added on the question of prophy- 
laxis. We cannot refer to the greater question of dealing 
with the prevention of the epidemic or of limiting its spread 
once it has appeared, for these are matters for the considera- 
tion of sanitary officers, both relating to troops and the 
general public. The precautions taken in the hospital itself 
were the ordering of a gargle as a routine procedure twice 
daily for allin attendance upon the patients and for those 
patients who had exhibited the disease to a comparatively 
mild degree. The solutions utilised were either pot. per- 
manganate 1: 4000 or tinct. iodine 1 drachm to the pint. 
In addition all medical officers, nurses, and orderlies were 
instracted to use a gauze mask around the nose and mouth 
whenever they were in attendance upon patients. 

It may be added that not a single case developed in five 
special wards of the hospital devoted to tuberculous and 
neurasthenic cases, although these patients were from force 
of circumstances being visited by medical officers who were 
in attendance elsewhere upon influenza patients, and that in 
the large venereal division of the hospital only two or three 
sporadic cases appeared —these had apparently entered the 
hospital with the disease—who were immediately segregated, 


and no instance of infection of other patients occurred. In 
the Detention Barracks at Aldershot, in which every patient 
occupies a separate cell in which he takes his meals, only 
coming into contact with his fellow inmates when he parades 
in the open air, not a single case developed. Incidentally, 
to complete the story, it must be added that the medica! 
officer who visits these barracks daily is attached to the 
Connaught Hospital, and in addition to other duties ha- 
been in charge of influenzal patients. 


PATHOLOGY. 

This investigation was carried out with a view to establish- 
ing, if possible, the identity of the causal organism or 
organisms and their distribution in the body in cases of 
influenza. Furthermore, the work appeared profitable if it 
were only to establish or disprove the connexion between the 
present epidemic and what had previously been describec| 
under the term ‘‘ purulent bronchitis.” 

The most striking feature of the results obtained is the 
frequency with which streptococci were isolated, while the 
Bacillus influenze could not be demonstrated with equal con- 
stancy. These streptococci fell into two groups : (1) a long- 
chained streptococcus; (2) a small short-chained strepto- 
coccus exhibiting a preponderance of diplococcal forces. ‘This 
latter organism appeared to have some claim to individuality 
and will be referred to as a ‘‘ diplostreptococcus.”’ 

Before describing the organisms in detail the pathologica! 
and bacteriological findings will be considered. 

Throat swabs.—The material was taken from the naso- 
pharynx with a West swab and inoculated on to blood-agar 


| 
Mild cases. Severe cases. 


Tota! 


| 


Pneumoceoecus ... | + | 

M. catarrh. group - + 

Strept.longus ... + + | 
+ 


Diplostreptococcus + 4 
B. influenza | 


Profuse expectoration in these cases was uncommon, s 
that it was not possible to draw any conclusion from the 
small number of sputa examined. 

Blood cultures. —Blood cultures were made in glucose broth 
in 10 cases shortly before death, but although several dila- 
tions were tried only 1 case gave a positive result; the 
organism in this instance was the Streptococcus longus. 

Urines.—Examinations gave the following results: 


Cases. Albumin Z 


Deposit. Culture. 
1. Moribund... 0:02 | Granular and cellular casts. No growth 
2. o1 | Noecasts. Transitional 
| epithelial cells. 
2. Severe 05 Transitional epithelial cells. ; 
4. | 01 Cellular casts and leucocytes. 
5. o4 No casts. Transitional 


epithelial cells. 


It is remarkable that although in some cases casts were 
abundant, red blood-cells were not identified in the urinary 
deposit. Examination of the kidneys from these cases 
furnished no evidence of old-standing renal disease. 

Leucocyte counts.—The following are the total leucocyte» 
per c.mm. and the differential counts (I’., polymorpho- 
nuclears; L., lymphocytes; L.M., large monocytes : 
E., eosinophiles):— 


Case. Total. | P. L. | L.M.| E 
5890 | 68°/, | 26°/,| 5%, | 1' 
3. Slight cyanosis... ... ... 4650 | 44°/, | 479/,| 2 
4960 66°/, | 30°/5 | 1° 
4960 | 70°/, | 26°/,| | 
6. Bronchitis. Slight cyanosis. 6820 | 86°/,}11°/,} 2°/, | 1° 


In the last case bronchitis with purulent expectoration 
was present, which may account for the higher polymorpho- 
buclear value, as compared with the other cases. 

Cerebro-spinal fluid.—In two severe cases the fluid was 
clear, pressure normal; albumin (1) 0-006 per cent., 
(2) 0.0009 per cent.; cells normal; organisms negative 
culture, no growth. In the absence of signs. of meningitis 
or meningism this examination was not pursued to any 
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length, and the above results are typical of the total 
number investigated. 

Oxygen capacity of blvod.—This was in control case and 
four severe cases as follows (oxygen per 100 c.cm. of 
blood ) :— 

Control. 1 2 3 4 
18:5¢.cm. ... 170c.cem. 20°5¢.em. ... 18°5¢.em. ... 18°0.¢.cm. 
Hemoglobin = 105 per cent. 

These results were obtained by using Haldane’s potassium 
ferricyanide method. It was not possible in the circum- 
stances to estimate the blood carbon dioxide or alkali 
reserve. ‘The absorption bands of methzmoglobin were not 
detected in the samples of blood examined. 

Apparently the cyanosis in these cases may be attributed 
to the inadequate functioning of the pulmonary epithelium. 

Bacteriological findings in post-mortem  material.—The 
following organisms were found : 


Number Diplo- 
Material. of | Pneumo- | pt. B. influ 
Heart blood... ... 2 9 2 
Spleen ... .. ... 28 } 1 2 3 0 
Lungs ... .«.. 28 | 8 11 10 7 
Sphenoidal sinus. 12 6 4 t 3 
Ethmoidal sinus.. 5 3 2 0 2 


Description of the Organisms Isolated. 


The characteristics of the organisms isolated are given 
below. 


The long-chained streptococcus grew well on all ordinary media, and 
on agar formed discrete pin-point colonies. On blood agar hemolysis 
eceurred in all cases. Noclot was formed in milk during three days’ 
incubation, but acid was produced in lactose and glucose media, 

The *diplostreptococcus ” also grew well on all ordinary media. On 
agar the colonies were larger than those of the long-chained strepto- 
coecus and showed flattening of the surface and a spreading margin, 
which did not appear raised. Confluence of the colonies was seen in 
some cases. Heamolysis cecurs to a slight extent. 

Ancillary action of the Staphylococcus pyogenes aureus was very 
marked, resulting in increased size of the diplostreptococcal colonies. 

Aturbidity was usually formed in broth during the first 24 hours of 
incubation, but within three days flocculi settled to the bottom of the 
tube, leaving the supernatant fluid clear. The organism is Gram- 
positive, but in a few instances some members of a chain have failed to 
retain the Gram stain. Involution forms appeared in old cultures. A 
—— was not demonstrated by Muir's staining method, 

he pleomorphism exhibited by this organism is a striking feature ; 
in 24 hours’ pure culture on agar many diplococcal forms appear, 
together with short chains of coccoid individuals. After repeated sub- 
culture the streptococcal forms preponderate. The formation of chains 
does not appear to occur more readiiy in broth or other fluid meiia 
than on agar. 

This organism has been found in pleural exudates during life and 
showed diploceccal and streptococcal forms, while pure cultures 
obtained from these fluids again gave evidence of pleomorphism. 

The action on carbohydrate media has been uniform: acid is pro- 
duced in glucose and a dense clot is formed in milk; there is no action 
on lactose, mannite, saccharose, or inulin, nor has gas been formed in 
any of the media used. The organism is not bile soluble. Agglutination 
reactions with antipneumococcus sera Types I., IL, and ILI. were 
negative. 

Four cultures from heart blood and two from the lung were inoculated 
subcutaneously into mice, but in no instance did death occur, nor was 
a local suppurative lesion produced. 

In one case following subcutaneous saline injection abscess formation 
occurred, and it is interesting to record that the organisms is ‘lated 
were the * diplostreptococcus ” and the Staphylococcus pyogenes aureus, 

The ‘‘ diplostreptococcus”’ appears to resemble the Strepto- 
coceus brevis, although the latter is not usually regarded as 
pathogenicto man. Perhaps it would be best to use the name 
Streptococeus brevis generically ; the ‘‘ diplostreptococcus ” 
could then be regarded as a species if its consistency of 
action and conformity of type could be established. In some 
respects the diplostreptococcus resembles the Streptococens 
viridans, but the characteristic greenish hue of the colonies 
was not observed. 

Gruber and Schiitel, and also Bernhardt and Meyer, have recently 
described a diplostreptococcus which occurred in the internal organs of 
cases examined post mortem. They regard this organism of decisive 
importance in the causation of acute pulmonary conditions and fatal 
complications of influenza. 

Histology. 

The histological findings in the lungs, kidneys, and liver 
are now briefly described. 

The lungs. —In the majority of cases congestion and «edema were the 
most marked changes recognised in the post-mortem room, while a 
definite broncho- pneumonia was of less frequent occurrence. 

In the former type of lung the alveoli contained a scanty tibrinous 
exudate with erythrocytes and polymorphonuclear leucocytes. The 


bronchial epithelium was thickenet and proliferating, and leucocytic 
infiltration of the peribronchial tissue was present. Dilatation and 


engorgement of the peribronchial blood vessels was a marked feature. 
These appearances correspond with those seen at an early stage of 
broncbo-pneumonia. 

Sections examined from lungs at a later stage showed a confluent 
broncho-pneumonia. The alveoli were completely filled with sero- 
fibrinous material, in which numerous polymorphonuclear leucocytes 
and pigmented catarrhal cells were seen. The smaller bronebi contained 
masses of leucocytes and epithelial cells embedded in a eero-fibrinous 
matrix. Inthe more congested areas the alveolar septa in many places 
had given way and the exudate had become confluent. 

The kidneys.—Cloudy swelling «f the tubular epithelium was seen 
in some areas. The glomeruli were engorged with blood, and Bowman's 
capsule was thickened in most of the specimens examined. In a few 
instances a clear exudate was seen within the Malpighian bodies. There 
was no evidence of interstitia! changes or endarteritis. 

The liver.— The liver cells in the portal areas showed cloudy swelling 
and fatty degeneration. No cellular infiltration was evident in the 
tissues surrounding the portal vein. Amyloid change was not seen in 
the arterial zones. 


SUMMARY. 


1. The recent pandemic of influenza has included a large 
number of cases of septicemia or toxemia with a high 
degree of mortality. 

2. These severe cases appear definitely related to the 
cases of ‘‘ purulent bronchitis ’’ which have been described as 
occurring in various parts of the country and in France. 
The essential feature is an infection by the Bagillus influenza 
with a secondary infection by some other organism. The 
existence of copious purulent expectoration is only an 
incident which may or may not be present and which has 
been singularly absent in the recent pandemic. 

3. The secondary organism in question is the pneumo- 
coccus, Streptococcus pyogenes longus, or a ** diplostrepto- 
coccus,’’ the virulence of which appears to be exalted by the 
initial influenzal infection. 

4. The characteristic features of the septicemic type of 
case are variable lung symptoms, ranging from slight 
bronchitis to lobar pneumonia, very characteristic heliotrope 
lividity, dyspnoea, or rather polypncea, and very rarely 
orthopncea. These, with other so-called complications of 
influenza, such as pleurisy, nephritis, and others of lesser 
import, are evidence of the septicemia or toxemia referred to. 

5. The relative frequency of the septicemic type of case 
cannot be estimated with any degree of accuracy. The 
mortality of the septiceemic cases would appear to be as 
high as 90 per cent. at the beginning of an epidemic, falling 
to 50 per cent. at its termination. 

6. Infection takes place in the upper respiratory passages, 
and involves the accessory nasal sinuses, where a septic 
sinusitis develops. From this and possibly other foci as 
yet undetermined, the toxemia or septicemia originates. 

7. In view of the large number of instances in which the 
diplostreptococcus has been isolated in pure culture from the 
heart’s blood and internal organs immediately after death, it 
is concluded that this organism plays an important role in 
the fatal cases. 

8. The very large majority of cases of influenza run an 
uncomplicated course, terminating in from 3 to 14 days. 
No treatment has been found to be of any value in aborting 
an attack, or in preventing its development into the virulent 
type. 

%. The large majority of cases of septicemic type die in 
spite of any form of treatment. Cases have recovered who 
have been given no specific treatment of any kind. 
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NOTE ON THE COMPARATIVE PATHOLOGY 
OF INFLUENZA. 
By GEORGE R. MURRAY, M.D, D.C.L., F.R.C.P., 


TEMPORARY COLONEL, A.M.S.; PROFESSOR OF SYSTEMATIC MEDICINE IN 
THE VICTORIA UNIVERSITY OF MANCHESTER; CONSULTING PHYSICIAN 
TO THE ITALIAN EXPEDITIONARY FORCE, 


THE comparative pathology of an infective disease is 
always interesting, and it has in many cases thrown light on 
the modes of infection in man. During the present pandemic 
of influenza I have not met with any reference to the 
occurrence of a similar malady in either domestic or wild 
animals. It is possible that some animals have been affected, 
and it would be of interest to ascertain if any localised 
epidemics of influenza in animals have been observed. The 
pulmonary complications, as seen this year in man, alike in 
England, France, and Italy, due to mixed infections of the 
respiratory organs, so closely resembled those observed in an 
epidemic in horses which came under my notice more than 
20 years ago that a brief account of it may be of interest at 
the present time. I write entirely from memory, but the 
main features of the epidemic were as follows :— 


A certain railway company had a number of valuable 
horses which were kept in large stables. Two long rows of 
stalls were arranged in each of the buildings, which were 
well ventilated and kept in excellent condition. Many of 
these horses were rapidly attacked by an acute illness with 
symptoms of nasal catarrh which was accompanied by a 
clear watery discharge from the nostrils. The majority of 
the horses made a good recovery, but some of them developed 
symptoms of acute pulmonary disease and died. Post- 
mortem examination by the veterinary surgeons in attend- 
ance showed that death was due to acute lobular pneumonia, 
complicated by pulmonary abscesses which developed in the 
areas of consolidated lung. A puzzling feature of the 
epidemic was the irregular distribution of the cases. The 
malady did not spread in sequence from stall to stall, but 
cases occurred at irregular distances from each other in the 
same stable. 

As several valuable horses had died and the disease con- 
tinued to spread, I was asked to investigate the cause of the 
epidemic and to give advice as to the most suitable means to 
be adopted in order to stop the further spread of the infec- 
tion. On making a bacteriological examination | obtained 
from the nostrils of horses suffering from the acute nasal 
catarrh cultures of a small bacillus closely resembling, if 
not identical with, Pfeiffer’s bacillus. The same bacillus 
was recovered from the patches of broncho-pneumonia in 
the lungs of a fatal case. In this case there were several 
abscesses which had formed in the consolidated areas of the 
lung. Cultures prepared from the pus in these abscesses 
yielded growths of Staphylococcus albus. 

It therefore was evident that the disease was primarily an 
acute catarrhal infection of the respiratory passages closely 
resembling influenza in man. In some cases the same 
bacillus invaded the lung and broncho-pneumonia super- 
vened. This was complicated by a secondary staphy!lococcic 
infection which caused a rapid breaking down of the con- 
solidated lung and the formation of localised abscesses. 

In human influenza the usual mode of spread appears to be 
by aerial convection of the infection to those in the immediate 
neighbourhood of the patient, as was so clearly shown by 
Major Michael Foster and Major Anstey Cookson in the case 
oi a limited outbreak in a surgical ward.! In the epidemic in 
horses the irregular — of the disease was apparently due 
to the use of dry moss litter as bedding, fine particlesof which 
could be seen floating in the air when illuminated by a ray 
of sunlight. The nasal discharge from an infected horse 
dripped on to this bedding, where it dried and was carried to 
all parts of the stable by light currents of air. 

The company was advised to remove all the moss.litter, 
and after thorough cleansing to wash out each stable with a 
disinfectant and to use sanitas sawdust as bedding. This 
was done in each stable while the horses were out at work, 
with the result that the epidemic ceased at once and no more 
horses were lost. 

The chief points of interest in this epidemic were the 
resemblance of the disease to human influenza, the rapidly 
fatal results of the acute pulmonary complications caused by 
a double infection of the lung, and the part played by dust 
in increasing the range of aerial convection from one animal 
to another. The range of aerial convection in human 
influenza is usually short, but in the management of patients 
it is advisable to keep the air of the sick room as clean and as 
free from dust as possible, and to disinfect all handkerchiefs 
and spittoons just as in cases of open pulmonary tuberculosis. 


1 Tue Lancet, 1918, ii., 588, 


B. MULTIFERMENTANS TENALBUS. 
By JAMES L. STODDARD, M.D. Mass., 


CAPTAIN, M.C., U.S.A. 


(From U.S.A. Base Hospital No. 5.) 


THE bacillus described here was isolated from a case of 
gas gangrene of the arm which recovered promptly upon 
excision of infected muscle. An account of the charac- 
teristics of the bacillus has been undertaken because— 

1. The bacillus appears to differ from the anaerobes 
described in the literature. (The references available 
include the report on anaerobes of the Briti~h Medical 
Research Committee. by Dr. James McIntosh, and the mono- 


graphs of Captain H. G. M. Henry and of Weinberg and 
Seguin.) 

2. At a certain stage the bacillus produces swollen and 
irregularly staining forms closely resembling the so-called 


‘-citrons”’ usually believed to be characteristic of B. vibrion 
septique. 

3. Certain facts suggest that the bacillus may be of 
importance in symbiosis with B. sporogenes in producing 
local muscle infections. This is merely a possibility, how- 
ever, and it seems on the whole most probable that the 
pathogenic importance is slight and of rare occurrence. 

The author is greatly indebted to Dr. McIntosh for the 
serological reactions as well as for his confirmation of the 
impression that the bacillus differs from those described in 
his report. 


Cast.—Pte. X. Patient received a perforating explosive wound of 
left forearm, with fracture of ulna. Excision of muscle for gas 
infection at C.C.S. Entered base nospital next day with localiset gas 
infection of forearm. Immediate operation with excision of portions 
of flexor and extensor tendons, which were found gaugrenvus. No 
further evidence of gas infection. 


Cultures.—A swab was taken at operation from the 
gangrenous muscle in the depths of the wound and planted 
in chopped meat medium. 


Technique of isolation.—After growth for three days the culture was 
streaked on slants of Steitt«’s egg medium mae with trypsinised 
broth, and incubated in McIntosh and Fildes jars. This method has 
been found to give excellent and rapid growth of all anaerobes tried, 
including B «dem itiens. 

Two sorts ot colonies were immediately evident : (1) those typical of 
B, sporogenes ; (2) very elevated, sharply defined, circular yellow 
colonies, turning white on the second or third day. Several of each of 
these two kinds of colonies were fished where widely separated, 
emulsified (by shaking with sand in sterile salt sulution), and replated 
separately. After apparently oure cultures were obtained, this imme- 
diate replating of isolated colonie« was repeated several times. (The 
first attempt gave two colonies free from B. sporogenes, as tested by 
growing in chopped meat. thus indicating the etticie. cy of the plating 
method.) No other organisms than B. sporogenes and the bacillus were 
obtsined. It is extremely improbable that lchii, at least, was 
overlooked, because the experiment was tried of planting B. welchit 
and this bacillus t gether in chopped mest and streaking on egy, and 
invari.bl: B. welchii gave many times the number of colonies, which 
were easily distinguishable. 

The cultural characters were as follows :— 


Anaerobiosis.—There is no growth aerobically on slants. There is 
anextremely slight sediment in cultures planted in glucose bouillon 
which has been freshly shaken with air. The bacillus proves to be a 
fairly strict anaerobe. 

Motility. —Tne bacillus is very actively motile in the condensation 
water of egg slant. In chopped mea: its motility is less marked. It 
is actively motile in piain bouillon, but n m-motile in glucose bouillon. 

Proteolytic action.—There is nc demonstrable proteolysis from 
protuse cultures grown on egg for long periods. Chopped meat shows 
no evidence of digestion. In mi'k the curd underg :es softening, but a 
dim nution in volume is questionable. There is no blackening of meat 
or egg. 

Saccharolytic action.—G\ucose, lactose, saccharose, maltose, glycerin, 


inu'in, raffinose, and salicin are fermented vigorously. There is no 
ac ion in dulcite or mannite. 


Indol preduction.—No indol is produced. 

Od vur.— Faint and not characterisvic. No special odour of butyric 
in milk cu'tures. 

Hemolysis.—Surface colonies on blood agar produce a definite ring of 
haemolysis in 24 bours. 


The gross appearance of cultures is described below. 


Chopped meat. Within 24 hours gas is produced. There is no 
blackening or cigestion of the meat even afier long incubation, and no 
definite change in co'our. 

Glucose bouillon.—In 24 hours there is a heavy flocculent precipitate. 
The metium is slightiy cloudy from small fleating flecks. The 
flucculent pr c:pitate is easily broken up by shaki g but quickly settles 
out again. produced and appears throughout the culture wien 
it i- shaken («8 in ch «mpagne) 

Plain bouillon.—The medium is diffusely cloudy with a slight 
sediment, somewhat fl cculent. 

hilk,—Tne urusl reaction in 24 hours is a thickening of the con- 
sistency, apparent'y from the precipitation of the cain, with the 
evolution of gas, which produces a coas-ly bubbly foam. to 4 in. 


deep, over the surface, With further incubation the case’n precipitates 
more completely, settles to the bottom, and leaves a cloudy fluid above. 
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With a heavy inoculation or under exceptionally good conditions a more 
vigorous reaction takes place, and in 24 or 48 hours the culture closely 
resembles the reaction with B. welchii. There may hea floating clot 
fillet with bubvles. The clot is softer than with B. welchii and is easily 
broken up. 


The nature of colonies is as follows :— 


On glucose agar surface coionies in 24 hours appear greyish, 2-3 mm. 
in di«meter, raised, with sharp edges and :omewhat irregular outline. 
Ahand-lens shows a clear trans! cent stratum in which float white 
flecks. The flecks are not definitely distinguishable by the nsked eye. 
They form triangular or «ther straight-sided geometrical figures, and 
thus present a crystalline appearance. 

In two da 8 the coleny appears whiter. The hand-lens shows more 
numerous flecks, which have increased in size. Ins me colonies the 
whole centre is opaque and white, shading gradually off to a clear 
trans ucent border. 

In three days nearly the whole colony is a dense, opaque clear white 
with a narrow translucent rim, which may still show the crystal-like 
flecks, often arranged radially. The consistency is sticky, stringing out 
when picked, but not adhering to the agar. 

As time goes on the lony grows, reaching a size of 5mm. It heaps 
up so that it becomes qu'te thick, with rather steep sides. The edge is 
clearand sharp The colour is opaque pure white. 

Deep colonies on glucose agar are small, white, opaque, and irregular 
insbape, They are often teuticu'ar, a horn-like projecti n from 
one side, or reniform, with a projection from the *‘hilus.” They are 
1; mm. in size. In two days they enlarge a little, there is a tendency 
to form large gas bunbles, which tear up the agar, giving a confluent 
growth abvut their periphery. Often the growth extends as a white 

im over the under surface of the agar. 

On blood agar the surface colonies are smaller and more opaque at 
the start ana do not show clearly the crystalline flecks. They tend to 
be flatter, not. to increase in size, and to become level with the agar 
They have a definite bemolytic zone. 

Deep colonies on blood agar re~-emble in shape those on glucose agar, 
but gradually become a Vandyke brown, thus standing out sharply 
from the pale yellow'sh red agar. 

Colonies on egg medium (whole egg and tryptic broth inspissated in 
slants).—In one day the colonies are 1-24 mm., raised, yellow, with 
sharp, regular edge. They are very coberent and elastic, and adhere 
closely to the medium. A platinum loop may be rubbed with moderate 
pressure over a colony without affecting it visibly. If part is loosened 
and pulled away it stretcnes out, and finally sn«ps after it the rest of 
the culony in a mass, The second or third day the colony is larger, and 
is grey or white, with a narrow colourless ur light yellow border. It is 
now sticky, but not so adherent or elastic. 

The cvlony increases to a size of 4-6mm. and to a thickness of 
2-3 mm., and becomes a pure opaque white. There is never biackening 
or digestion of the egg. 

The colonies on this medium are easily distinguishable from those of 
B. welchit fallax vibrion septique, edematiens, aero fetidus, or any of 
the proteolytic group. 


_ The morphology of the organism is next described. 


The bacillus is more slender than B. welchii, and varies in length 
according to the conditiuns of the culture. (Fig.1) The short forms 


~ 


o 


Arr 


Fie. 1 —Shows the bacilli, and the most typica! forms oecurring in the 
evo ution of the spores, From a 24-hour colony of B multifermentans 
tenilbu<« on a tryp-egg slant. At a is drawn in tor comparison a 
B. welchii from a similarly grown culture. Scale in microns. 


tend to be slightly curved; the long forms usually show sinuous dis- 
tortions. The end: are very rounded avd occasionally almost conical- 
The bacillus resembles B vib ion septique in shap>. but under the same 
eonditions of culture bas a largee p oportion of short and swollen 
forms. It is Gram-positive in very young cultures, but quickly 
becomes Gram-negative in places or feebly Gram-posi'ive throug bout, 
and fically. within 2-3 days. is usual y Gram-negative. A one-day 
cul'ure shows al) varivions from th-+ Gram-positive to Gram-negative 
forms. The hactilt ususily have a granular appearance and are teehiy 
refract've, Taey do not aopear as clear-cut as B. welchii or B. vibrion 
septique. There is no capsule. 


Occasionally bacilli occur end to end, but iong chains are n +t found, 
Long thread~ are produced on agar. There is no e-p-cial grouping on 
8 wears, exvep' in the case of the early sporulating forms, which tend 
strongly to stick together in dense masses 


The most striking feature is the rapid production of large 
numbers of swollen forms and spores. (Fig. 2.) 

These are produced in greatest profusion in cultures on egg medium 
but occur i» bouillon, in milk, or on agar 

Usually in t rming the spore the bacillus swells centrally, with a 
gradual tapering off to the ends. At this stage it becomes Gram- 
negative and faint-staining, the process starting at the end which is to 


Fia. 2.—Shows various swollen and irregularly ere | forms, a ing 
rod,and numerous Gram-negative bicilli. From a 34 day colony o 
B. multifermentans tenalbus on a tryp-egg slant. Scale in microns. 


produce the spore A deep-staining Gram-positive spherical mass 
appears at the opp»site end. Soon ater a large oval refractile sub- 
terminal spore a pears, the remainder of the ba-illus gradually fading 
out and disappearing. A 24-nour culture in milk usually shows prac- 
tically no other forms but the swollen or spormlating b cilli, Numerous 
min -r vari tions from this process occur, The bacillus may become 
pear-shaped or barrel-shaped, or mav elongate. The spherical chromatic 
dots often appear at esch end. The decolourisation often proceeds 
irregularly. leaving Gra n-positive dots or bands. Tnese torms resemble 
closely the corresp nding stages of B. vibrion septique. Tne swollen 
foros and sp res, however are produced in much greater profusion 
than in the case of the vibrion, and are also produce t earlier. A one- 
day cultura on egg medium closely resembles a two- or three-day culture 
of B. vibrim septique on the same medium. Occasiona ly sub erminal 
or central spores develop quickly in a bacillus before it has swollen or 
become Gram negative. 


Serological reactions. —One bacillus is agglutinated neither 
by the serum of &. vibrion septique nor B chauvei. For 
these findings I am under obliga‘ious to Dr. McIntosh, of the 
British Medical Research Committee. 

Identity.—Since the bacillus appears to differ from those 
describea in the literature it has been named, provisionally 
at least, B. multifermentans tenalbus. The first name 
suggests the wide fermentative properties; the second an 
artificial condensed word compounded of the terms tenax 
and albus, the chief characteri-tics of the colonies. 


Definite differences in colony characters, morphology, 
serological reactions, and pathogenicity distinguish it from 
B. vibrion septique. 

The bacillus differs from B. II. of Ghon and Sachs (1909) 
by complete absence of tendency to grow in long chains in 
liquid cultures, as well as in its fermentation reactions. 

‘rom B. chauvai it is distinguished by its serological and 
fermentative reactions. 

B. emphysematis maligni of Wicklein was a proteolytic 
organism. % 

From B. welchit, wdematiens, fallax, Hibler 1X., butyricus, 
and the proteolytic group the differences are obvious. 

It appears to be closely related to, if not included in, the 
somewhat ill-defined group of motile fermenting anaerobes 
called by Grassberger saccharvulyticus mobilis.” 


Pathogenicity.— Experiments were carried out to determine 
the patnogenicity of the organism. 


Technique —The sites of injection were shaved and treated succes- 
sively wih aleohol. ether, and iodine. Unless otherwise stated, the 
cultures were grown 24 hours in 1 per cent. glucose bouil on and 
inj cted intramuscularly In the thigh. The culture of B. sporogenes 
was isola’ ed from the case described above. 

Protocols.— Ribbit I. : 2 c.em. of B. multifermentans. 
effects. 

Rinbit II. : em. of B. sporogenes. No effects. 

Rabbit 1 ¢.em. of sporogenes ant 1 c.em. of B. multi- 
fermentans, Death in 20 hours. Autopsy.—Local muscle infection, 
contived to muscle group wmijected. Cultures of both organisms 
recovered from the muscle. H. +. Blood cultures negative. 


No evident 
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Rabbit IV.: 9 minims of a 2-day chopped meat culture of 
B. multifermentans. No effects. 


Rabbit V.: le.cm. of a 9-day meat culture of LB. multifermentans. 
No effects. 


Rabbit VI.: 14 e.em. of B. sporogenes + 1 ¢.em. of B. multifer- 
mentans. Within 18 hours rabbit appeared sick, with marked local 
swelling and tenderness. Rapid recovery. 


Rabbit VIT : 14 c.cm, of a 36-hour culture planted with B. sporogenes 
and 2B. multifermentans together. No definite effects. 

Guinea-pig I.: le.cm. B. sporogenes + 1 ¢.cm. B. multijfermentans. 
In 18 hours marked local swelling. Did not appear sick. Killed in 


36 hours. Swelling still present. Autopsy.—Slygbt muscle infection 
of group injected 


Guinea-pig Il.: 1 ¢.em. of a culture planted simultaneously with 


B. sporogenes and B. multifermentans. In 20 bours moderate local 
swelling, still evident after 36 hours. 


Rat 1.—3 minims 9-day meat culture B. multifermentans. No effects, 

Summary of animal experiments.—There appeared to be 
a production of lesions with B. sporvgenes and B. multi- 
fermentans in combination which were not produced with 
larger doses of either alone. In one case death was pro- 
duced in 24 hours. The lesions, as a rule, appeared to be 
local, consisting in swelling and tenderness for a short 
period and in a muscle infection for one to three days. 

B. muttivermentans alone in moderate doses seems to be 
non-pathogenic ; with B. sporogenes both become able to 
cross the threshold of the animal's resistance, but do not 
give extensive lesions. 

These experiments were made a considerable time after 
both organisms had been isolated. Therefore they may not 
represent the true pathogenicity of the bacilli. 


SPINAL ANASTHESIA:' 


By FELIX S. ROOD, M.B., B.S. DurH., M.R.C.S., 
L.R.C.P., 

ASSISTANT ANESTHETIST, UNIVERSITY COLLEGE HOSPITAL, LONDON. 

SPINAL anesthesia has now been used in this country 
with increasing frequency for the last 10 or 12 years. It has, 
in spite of considerable opposition, attained a position as one 
of the recognised agents for producing anesthesia. A large 
number of cases have been collected by various observers, 
and I think we may hope that the time has now been 
reached when a comparison of experiences may be of con- 
siderable use to us all in deciding the exact type of case in 
which this form of anesthesia is most valuable. 

It is not my intention in opening this discussion to enter 
into the technique of spinal anwsthesia, which is now very 
well known, but rather to speak of my own experiences of 
its use in a considerable number of cases. 

I have always used stovaine except in about 250 cases in 
which novocaine was employed. After this trial I gave it up, 
because although novocaine produced perfect anesthesia it 
does not produce a muscular relaxation equal to that produced 
by stovaine. 

Effect of Density of Solution and Posture on Diffusion, 

A 5 per cent. solution of stovaine, the density of which 
was increased by the addition of 5 per cent. of dextrose, was 
used in most cases. As this solution is heavier than the 
cerebro-spinal fluid the position and extent of the anzsthesia 
obtained with it can be regulated by the position of the 
patient during the injection. There is no doubt that although 
the stovaine-dextrose solution is diffusible its movements 
are controlled by gravity fora few minutes after injection. 
For instance, if a patient is placed upon his right side, with 
his pelvis slightly raised, so that there is a good steep slope 
from the third lumbar vertebra down to the mid-dorsal 
region, and the injection is made between the second and 
third lumbar vertebre, this fluid will sink downwards in the 
spinal canal to the mid-dorsal region, producing an anes- 
thesia of the right half of the body before producing any 
effect upon the left side, and, moreover, if the patient is 
kept in this position for some few minutes before being 
turned on to his back the anesthesia will be more complete 
on the right side—that is to say, it will extend higher on the 
right side than on the left and it will last longer on the 
right side. Muscular power will return first on the left side, 
and the patient will be able to move his left leg before he 
moves his right leg. 

If immediately the stovaine has flowed to the mid-dorsal 
level the patient is turned upon his back it will flow across 


1 A paper read before the Section of Anesthetics of the Royal Society 


of Medicine. 


the mid-line, and there will be practically no differeng 
between its effects upon both sides of the body. Or, again, 
if the injection is given with the patient in the sitting 
posture the stovaine-dextrose solution will sink downwards 
in the theca and produce an anesthesia which is more or 
less limited to the sacral plexus. 

For young children I found that a dextrin-stovaine solu. 
tion is less diffusible, and consequently the upper limit of 
the anesthesia and muscular paralysis was more sharply 
defined, which is naturally a great advantage, as in the 
short spinal cords of young children the vital centres ar 
not far removed from those parts of the cord in which it is 
necessary to produce anesthesia. 

In a few hundred cases a solution of stovaine in saline wa- 
employed. It was found that, irrespective of the position o/ 
the patient, the stovaine diffused about 10 in. upwards from 
the point of injection and equally on both sides of the body 
It was with this solution impossible to limit its action or to 
increase it beyond this point except by increasing the dose, 
and then only very slightly. The anesthesia produced by 
the saline-stovaine solution was found to be more transient 
than in those cases in which the denser solution was used 
and it was generally found necessary to employ almost 
double the dose of stovaine to produce ejually long 
anesthesia. 

Position of Patient After Injection. 


It might at this point be appropriate to say a few words in 
regard to the position of the patient after the introduction o: 
the stovaine. I have already remarked that the dextros: 
and dextrin-stovaine solutions are mobile in the cerebro- 
spinal fluid for a few minutes after injection, but only for a 
few minutes, and we have never found it possible after abou: 
five minutes to increase the height of the anwsthesia even by 
very considerable elevation of the pelvis—that is to say, | 
think that the stovaine becomes fixed in from three to fiv: 
minutes. It follows from this that the patient’s head and 
the cervical region of the cord must be kept raised durirg 
injection and for the first few minutes afterwards. 

In the early days of the use of spinal anesthesia we were 
very careful to keep the head and shoulders of the patient 
raised not only during the injection but throughout the 
operation, and even in bed afterwards. This posture 
increased that tendency to syncope which is not at all 
uncommon. Latterly, after a few minutes, the patients have 
been allowed to lie quite flat, and we have found that this 
fall of blood pressure has been much less common and there 
have been no cases in which the stovaine has risen to a 
dangerous level. 

Similarly, in regard to the use of the Trendelenburg 
position, it does not appear to be material whether the light 
or heavy solution is used. Generally I have employed the 
heavy solution, as I found that the analgesia lasted lonver 
with a smaller dose of stovaine. 


Combination with Other Methods of Anvwsthesia. 

When spinal anesthesia was first employed the great meri 
claimed for it was that it did away with the necessity for 
general anesthesia. But I think as time has passed and 
experience been gained that opinion has been very much 
modified, so much so that I think that all who have had any 
experience with this form of anesthesia are agreed that the 
one great disadvantage of stovaine—the conscious patient, 
the patient present at his own operation—outweighed many 
of the advantages of spinal anzsthesia, and nowadays it is 
rarely employed without either some modification 
‘*twilight sleep” or a little general anesthetic. There is 
no doub’ that a long operation in the Trendelenburg position 
or an operation on the rectum, such as a combined abdomioa! 
perineal or a Kraske's excision, are ordeals which few patients 
can face, even if it were to their advantage to do so. 

Speaking generally, for severe operations the metiio! 
which has been employed has been to produce anzsthesia 
with ether, then to inject the stovaine, discontinue the ether 
for a time, and then just to give a whiff to keep the patien' 
unconscious. 
For operations of a less severe type, such as hernia or 
appendicectomy, scopolamine and morphine are administered 
in the ward approximately an hour before the operation. 
The spinal injection is then given in the anwsthetic room 
before the patient reaches the operating table. 


In this connexion I should like to mention a method 
increasing the effect of scopolamine and morphine which wa- 
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shown to me recently by Mr. P. P. Cole, and which I have 
ysed since with very great success. After theadministration 
of the scopolamine and morphine the patient’s ears are 

jugged with votton-wool and the eyes covered with a 
bandage so as more or less to shut out the stimuli of light 
and sound. The increased effect of the scopolamine and 
morphine is most surprising, and many patients who have 
been treated in this way, although they have been lifted 
from the bed and carried upstairs, given an injection of 
stovaine and then been operated upon, have never known 
that they have left their room. 

The Question of Satety. 

It is important to gain some idea of the safety of spinal 
as compared with other methods of producing anzsthesia, 
as many of the indications for its use are relative and not 
absolute. Speaking from my own personal experience of 
about 8000 cases I have had two deaths. 

One was a case of obstruction of the small intestine. The patient 
was very collapsed, there was profuse vomiting, and after the injection 
4 flood of stercoraceous material from the mouth, The patient was 
apparently asphyxiated. Toe respiratory passages were found to be 
full of vomited matter at the post-mortem. 
tyThe second case was a child of 4 years, more or less moribund, suffer- 
ing from a gangrenous intussusception. Death occurred during the 
peration from circulatory fatiure and not apparently from any inter 
ference with the respiration, woich continued for a short time after any 
sign of cardiac activity could be observed. Apparently the fall of blood 
pressure caused by the stovaine, added to the shock already present, 
was sufficient to cause death. 

I think that in the light of further experiences these were 
both instances of a mistaken choice of anzsthetic. 

The above records include patients of all ages, from a few 
hours up to 80 years. The results obtained with young 
children were very satisfactory. Once the injection was 
given they generally passed into a somnolent condition and 
appeared to be in no way disturbed by the subsequent 
proceedings. The youngest infants were new-born babies 
suffering from imperforate anus and hernia into the umbilical 
cord. It is interesting to note that a relatively larger dose 
of stovaine is required to produce satisfactory anzsthesia in 
infants than in adults. A dose of 2:5 cg. of stovaine is 
required for the smallest babies and more for children of one 
or two years. Advanced age does not appear to be a contra- 
indication, and many of the patients included in this series 
were between 70 and 80 years. Elderly people are perhaps a 
little more liable to syncope if the anzsthesia reaches a high 
level. 

Complications. 

The complications met with during the course of the 
anesthesia have been : (1) Interference with the respiration, 
owing to the stovaine reaching too high a level ; (2) com- 
plications due to fall of general blood pressure, syncope, Xc.; 
(3) vomiting. 

Difficulties due to the stovaine reaching too high a level 
have been very rare, generally occurring in children where 
the margin of safety is so much less, or the patients have 
been fixed in some form of splint, or were in such pain that 
it was difficult to get a proper position of the spine before 
injection. Usually this complication was quickly relieved 
byalittleoxygen. Two cases did definitely and progressively 
stop breathing as the stovaine ascended. One most instruc- 
tive incident occurred. 

The patient was a poor frail little boy who looked as if all his vitality 
had been sapped by the long strain of a suppurating tubercular hip. 
In spite of his condition amputation through the hip-joint was decided 
upon. Great difficulty was experienced in getting the child into a 
proper position for the injection. The stovaine undoubtedly reached 
too higha level. The immediate relief of pain following the injection 
was most striking. 

Shortly after the commencement of the operation the intercostal 
museles became paralysed. Then very shortly afterwards the diaphragm 
also—the child became intensely pale, lost consciousness and ceased to 
breathe. Very gentle artificial respiration by pressure with the hand 
on the front of the chest was performed, oxygen administered, and the 
operation hurriedly completed. These efforts at resuscitation had been 
continued for about five minutes when suddenly there was a slight 
movement of some of the muscles attached to the lower jaw, followed 
immediately by efforts at respiration, first by the diaphragm, next 
by the intereostals. Then, with startling rapidity, the child com- 
pletely recovered. Before the last stitch had been put in the little 
patient volunteered the statement that he had heen to sleep. No 
shock followed the operation and the child made an uninterrupted 
recovery. 

The majority of difficulties met with were due to a fall of 
blood pressure, which varied from a slight pallor to a severe 
syncopal attack, with loss of consciousness and disappear- 
ance of the radial pulse. This complication was much more 


not necessary to keep the head and shouiders raised con- 
tinuously. 
The sequence of events was the same in each case—sudden 
pallor, loss of consciousness, a few gasping breaths, then 
cessation of respiration. 
earlier days, when the patients were propped up. 
did not like to lower the head in order to treat this condition 
we raised the legs and pressed upon the abdomen. Recovery 
in each case was as sudden as the onset—one patient again 
remarking that he nad been to sleep. A certain amount of 


Oaly three cases stopped breathing from syncope. 


These cases also occurred in the 
As we 


pallor and fall of the general blood pressure occurred in 


about 30 per cent. of the earlier cases, but since the adoption 
of the recumbent position it has been much less frequent. 


Vomiting occurring during the operation seems to be more 
or less dependent upon the height of the anesthesia ; if the 
anesthesia involved the dorsal cord it was not uncommon, 
but very rare if the stovaine affected the lumbar and sacral 
plexuses only. 
Without entering into the vexed question of the cause of 
the vomiting, whether it is subsequent to a fall of blood 
pressure and more or less mechanical in origin, or is due to 
direct absorption of the drug, I think experience has shown 
that measures directed towards raising the general blood 
pressure, such as slight Trendelenburg position, elevation of 
the legs, and pressure upon the abdomen, much relieve this 
symptom. 

Sequele . 
Another question of perhaps hardly less importance than 
that of immediate safety is whether spinal anesthesia is 
more prone to be followed by serious and unpleasant 
sequel than other forms. This, of course, could only be 
answered by time. I think that the length of our experi- 
ence now justifies the expression of certain impressions and 
some definite statements being made upon this point. 

Headache, vomiting, and pulmonary complications have 
occasionally followed the administration of stovaine. Head- 
ache was not very common and then slight, but sometimes 
undoubtedly it was severe. My impression is that the 
headache was more common when the patients were 
conscious during the operation—that is, before a general 
anesthetic or scopolamine and morphia were used in com- 
bination with the stovaine. It also seems that if the patients 
were handled very gently after the operation, and not jolted 
or shaken on the way back to bed, and kept quiet afterwards 
and not allowed to talk, they were less liable to this 
symptom. One or two cases of severe headache were almost 
instantly relieved by lumbar puncture and the withdrawal of 
about 20 c.cm. of cerebro-spinal fluid, although this fluid did 
not appear to be under any abnormal tension. Post- 
anesthetic vomiting following stovaine was very rare and 
not prolonged in the few cases which did occur. 

I think that there is evidence to show that spinal is much 
less frequently followed by pulmonary complications than 
any other method of anesthesia. I have seen bronchitis and 
pneumonia both follow its use, as I have also seen these two 
complications follow after the use of local anwsthesia, and 
we must not forget that these are occasional complications in 
case of accidents, such as fractures, where no anesthetic at 
all has ever been administered. It seems to me that respira- 
tory complications under stovaine depended more upon the 
pathological conditions present, the condition of the patient, 
and the type of operation performed. 

Acute septic conditions, as appendicitis and osteomyelitis, 
were generally present in those cases in which pneumonia 
followed the use of stovaine. Occasionally there were 
pulmonary complications after operations upon the upper 
abdomen which, I presume, were due to a reflex rigidity of 
the chest and insufficient expansion of the lungs, consequent 
upon the position of the abdominal incision. 


Statistics Showing Absence of Permanent After-effects. 

One of the difficulties which the pioneers of stovaine 
anesthesia had to contend with was the suggestion that 
permanent muscular paralysis might follow its use, and from 
time to time cases in which there was some form of muscular 
paresis, loss of sphincter control, permanent anzsthesia, and 
even complete paraplegia have been reported. 

I have been able to collect in all about 10,000 cases, of 
which I have actual personal knowledge. These include 400 
cases which were done by the late Mr. A. EK. Barker, which 
have not been published. but the records of which he gave 


common in the earlier cases. before we realised that it was 


to me, about 1500 or 1600 cases done at hospitals by the 
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resident officers, and about 8000 done by myself. In not 
one of these cases has there been any permanent paral, sis 
of muscles or abolition of sensation, or any trophic lesions, 
with the exception of three cases of paralysis of the external 
rectus muscle of the eyeball. producing diplopia, which 
lasted about three weeks. Many of these cases were done 
by people with no special skill, but the same technique was 
more or less followed in all cases, so that I cannot help 
feeling that those cases of permanent after-effects which 
are reported occasionally may be due to some error of 
technique. 

As far as I can gather, these permanent palsies have been 
more frequent when the puncture has been made very low 
down—viz., between the third and fourth lumbar vertebra. 
Personally, I have generally maae the injection between the 
eleventh and twe)fth dorsal. It is generally easier, and if, 
directly the needle has passed through the supraspinous and 
interspinous ligaments the stylet is removed and it is pushed 
gently, it is difficult to see how the cord can be damaged, 
as directly the meninges are entered cerebro-spinal fluid 
appears, and, moreover, the peculiar sensation imparted to 
the fiagers as the meninges are punctured is quite charac- 
teristic, auch resembling the puncture of tense tissue paper. 


Indications for Spinal Anesthesia. 


It appears to me that the value of spinal anesthesia is 
not, as [I have previously remarked, that it abolishes the 
general anzsthetic. There are a few cases in which spinal 
anesthesia presents great advantages over any form of 
general anesthetic, such as in amputation tor diabetic 
gangrene and for operations of emergency which cannot be 
done under local anzsthesia in patients suffering from acute 
respiratory diseases. 

I have found spinal anzsthesia of special value for patients 
suffering from acute or chronic septic condi ions with con- 
siderable toxemia, such as acute appendicitis or osteo- 
myelitis. Op+rations upon these cases are notoriously liable 
to be followed by disturbances of metabolism leading 
to a general acid intoxication and also to pulmonary 
complications. 

I think that the general opinion of those who have used 
spinal anesthesia to any extent is that the results are on 
the whole, better if general anesthesia is not employed. 
Of course, as acidosis is already present in many of these 
patients before operation, and as the symptoms of acid 
intoxication following chloroform or ether (only very rarely 
after the latter) are much the same as those produced by 
septic absorption, it is only possible to express a general 
impression of the value of stovaine in these conditions after 
the experience of a considerable series. I think this is one 
of the points upon which we should much appreciate the 
opinion of our surgical friends. 

But, undoubtediy, the great value of spinal anzsthesia 
is that it either abolishes or very much reduces the amount 
of shock associated with long surgical operations. This 
method of anzsthesia has been used nowadays extensively 
for many operations which are notoriously associated with 
shock, such as Wertheim's operation and various procedores 
for the removal of the rectum, and I think there is a general 
consensus of opinion that the results in these cases have 
been much improved. 

Similarly, I think that the more severe operations in 
young children, such as exci~ions and amputations, espe- 
cially at the hip-joint, are much less formidable under spinal 
anz-thesia. 

Lastly, stovaine produces absolute muscular relaxation. 
This, of course, much facilitates the performance of many 
operations and renders long-continued and forcible retrac- 
tion unnecessary. I do not think that it is overstating the 
case to say that there are some operations, such as the 
radical cure of a large and irreducible hernia in a fat and 
muscular subject, which would be hardly pssible without 
its use. The slivhtest muscular rigidity makes the operation of 
prostatectomy very diffi:ult. The complete muscular relaxa- 
tion of spinal anzsthesia renders such great assistance that 
this operation is not often undertaken nowadays without its 
aid. Further, the amount of general anesthetic necessary 
to produce muscular relaxation is very different to the 
amount necessary to produce loss of consciousness, so that 
by means of stovaine it is possible with a minimum of 
general anesthetic to produce narcosis and complete 
muscular relaxation. 


Contra-indications. 


Perhaps almost more important than the indications for 
the use of spinal anesthesia are the contra-indications 
against its use. I think these may be very shortly summed 
up if we say that spinal anzsthesia should never be adminis. 
tered to patients who are hkely, from their condition, to 
be seriously affected by the fall of blood pressure, which is 
so often associated with the use of stovaine. 

I believe that the experience of most operators in the 
military hospitals in France has been in accord with our 
experience in the civil hospitals at home, that spinal ans. 
thesia is absolutely dangerous for patients suffering from 
profound shock, and I believe that in most cases after a 
short trial it was piven up. Of course, in the base hospitals 
there has been more scope for its use, as the conditions 
more or less approximate those of civil hospitals, and severe 
operations are undertaken upon patients who are in com- 
paratively good condition at the time. Therefore, it seems 
to me that it should be clearly emphasised that spinal 
anesthesia protect- patients from the onset of shock due to 
severe and prolonged surgical procedures, but should never 
be admini-tered to patients who are suffering from shock 
at the time. 

I think that tne impression that spinal anesthesia is a 
substitute, when the patient is supposed to be too bad to 
stand a general anesthetic, has been responsible for many of 
the reported fatalities. It is difficult to generalise as to the 
position of spinal anzsthesia in heart disease; in mitral 
disease with much pulmonary congestion it is sometimes 
very useful, but certainly never in aortic disease, nor in any 
other cardiac or vascular condition in which the patients are 
prone to syncope. 

A problem which has often to be decided is whether the 
dangers associated with an immediate fall of blood pressure 
outweigh the benefit to be obtained from stovaine. This is 
especially the case in acute abdominal surgery. Here the 
advantages of stovaine are well known—the muscular 
relaxation, the ease with which the whole abdomen can be 
explored and the consequent shortening of the operation, 
and the diminution of the shock, which isso often associated 
with manipulation of the intestines. But if the patient is 
much shocked and almost in extremis from long-contirued 
obstruction. stovaine should be used only with the greatest 
caution. Each case of intestinal obstruction must be judged 
upon its own merits; some of the most brilliant results of 
spinal anesthesia have been obtained in this field of surgery, 
but I think that a routine practice of using this method for 
all cases of intestinal obstruction, irrespective of the con- 
dition of the patient, is only courting disaster. 


Conclusion. 


Finally, I should like to say a word in regard to the use of 
stovaine in hospitals as one of the routine methods of pro- 
ducing anzesthesia—I mean in those cases in which no 
definite indication for its use exists, but where anesthesia 
merely is required for such operations as appendectomy, 
hernia, varicose veins, and so on. It is obviously an 
advantage to gain experience of this method so that when 
those cases do occur, in which the special indications for its 
use are apparent, it is not in the nature of an experiment. 
It has been urged against this view that spinal anesthesia is 
not so safe as general ‘anwsthesia. but I do not think that, 
given the ordinary care and skill, the facts warrant this 
conclusion Ihave neverseena death from spinal anesthesia 
administered for any simpie operation, and I believe that 
many lives have been saved by its use, when occasion 
reqnires. and if it is one of the methods in daily use it is 
more likely to be selected and skilfully administered. 

So that, I think, we may say that spinal anesthesia is now 
long past the experimental stage. It is one of the recognised 
means of producing anesthesia. It is not a universal 
anesthetic to be applied to all cases. It has its special 
dangers. It has its special merits, but used in its proper 
sphere it is a very valuable method of producing surgical 
anzes' hesia. 

Clarence Gate Gardens, N.W. 


RoyaL FrReE HospitaL Fatr.—The League of 
Nations Fair, held on Dec. 3rd and 4th at 16, Carlton House- 
terrace by permission of Lady Cowdray, resulted in a sum 
of £2500 for the Royal Free Hospital. 
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INFANTILE 


SCURVY: 


THE ANTISCORBUTIC FACTOR OF LEMON JUICE IN 
TREATMENT. 


By A. HARDEN, F.R5S., 

HEAD OF THE BIOCHEMICAL DEPARTMENT, LISTER INSTITUTE; 
SYLVESTER 8. ZILVA, PH.D., M.Sc., 
ASSISTANT, LISTER INSTITUTE ; 

AND 
G. F. STILL, M.D., F.R.C.P., 


PHYSICIAN TO THE HOSPITAL FOR SICK CHILDREN, GREAT 
OKMOND-STREET, 


Lemon juice has long been recognised as a powerful anti- 
scoybutic. It has recently been demonstrated by Harden 
and Zilva (1918)' that, after removal of the free citric and 
other acids from lemon juice, the residue retains anti- 
scorbutic activity. As far as can be detected by the methods 
now avai able for the quantitative estimation ot antiscorbutic 
potency, the main, if not the entire, antiscorbutic potency of 
the juice is retained by this residue, which is slightly acid to 
litmus, but can be made neu'ral if desired without vitiating 
its potency, and contains about 15 mg. of solids per c.cm, 
The method of preparation has been described elsewhere.} 
Experiment on animals has shown that with precautions as 
to the temp-rature used thi< preparation can be concentrated | 
in bulk toany desired volume, or even evaporated down almost 
to dryness without losing its potency as an antiscorbutic. 

Application of Experimental Findings in Treatment. 

The application of these experimental findings to the treat- 
ment of human beings is of more than academic importance. 

The treatment of infantile scurvy, thanks to the clinical | 
and pathological observations of Sir Thomas Barlow and the 
late Dr. W B Cheadle, has long been highly satisfactory in 
its results, albeit empirical in its origin, but the rapidity of 
relief and cure has depended upon the quantity of certain 
foods of recognixed antiscorbutic value which could be 
administered, and this quantity has necessarily been deter- 
mined chiefly by the toleration of the patient. In the case 
of infants this imposes considerable limitation, for the 
articles chiefly used are orange juice, grape juice, and 
powdered potato beaten up with milk. Dizestive disturb- 
ance, particularly diarrhcea, is apt to occur unless these are 
used with cantion. The antisc routic potency of such foods 
cannot, therefore be utilised to its full extent. 

It was hoped that this difficulty might be overcome by the 
above mentioned preparation, on the assumption that the 
almost complete elimination of the acids from the fruit juice 
would remove or diminish its irritant property, and that the 
concentration of bulk would make it possible to give much 
larger quantities of the antiscorbutic factor than has hitherto 
been practicable. This preparation was therefore used in 
the treatment of the following four cases of infantile 
scurvy. 


Notes of Cases. 


In the first case to be recorded, a severe one, — 
Tecovery ensued. 


Case 1.—Male infant aged 7 months. Had been fed on sterilised 
“humantsea” milk from birth until the present time; the juice of one 
orange was given once a week until the ehild was 5 months old, but not 
subseqnentiy. At 4 months heent two teeth and at 5 months two more, 
when the gums were first. noticed to be swollen; a fortnight later the 
gums bled easily. At 5} months he began to scream as if in pain when 
moved ; the pain seemed to be in the I+ gs. 

On admission to ho- pital the upper gms were greatly swollen, dark 
purple, and funyating, projecting almost. between the lips. The edge 
of the central incisors could just be seen almost buried in the swollen, 
projecting gums. The legs were motionless, except. for movement of 
ankles and tors; some thickening of lower third of rigyt femur and 
over corres onding part of f-mur. Both legs see ned very patnfal 
toterch There was some recent haemorrhage into vaccina ion scars; 
urine contained red blood cells. 

The infant was put »pon a diet of undiluted boiled milk, which 
climeal experience has shown to have no curative effect on scurvy. 
One ounce of the concentrated preparation equivalent to double the 
bulk of oviginal l“mon juice was given three t'mes a day i.e, the 
equivalent of about 4 lemons daily. After 3 doses, about 18 hours 
atter treatment was -egun, there was ‘‘some improvement; not so 
cistressed when bed is approached an+ ismoving ‘evs a little.” After 
4 doses, 25 hours after treatment. was begun, ‘* obviou-ly better. moving 
both legs, especially the lef , which is less swo!len,the fu: gating upper 
gums project: and the teeth are less than yesterday.” 

The duse was then incressed to 14 oz. of this concentrated 
preparation for 2 doses and then to 4 oz. of a much more concen- 


1 Harden and Ziiva (1918), Biochemical J., aii., 259 


trate preparation = 7 times the bulk of | mon juice, so that the child 
batthe equivalent of 64 lemons daily. Afrer two doses of the former 
and one of the latter, 48 hours after tr atment was begun, the protru- 
sion of the gums was less, t e legs were moved much more freely, and 
the tenderness much diminished’; the child's culour was also 
improved. 

Tne solution was continued 55 davs altogether ; the child took in the 
first 24 nours the equivalent of 74 lemons, in the next 24 hours the 
equivalent of 64 'emeons, in the ext = nearly 9 lemons, next = 12 
lemons, and next = 8 lemons. 

The recovery was very rapil; 72 hours after treatment began all 
swelling had gone from the thighs. the 'egs were moved normally, and 
there was no pain. The gums were much less swollen and the blood 
had disappeared from the urine. After 545 days the solution was 
stopped, the child be'ng well except for slight swelling of the gums 
(whieh 2 days later b-came normal in cyvlour and showed very little 
swelling). 

The child had taken in 5 days the equivalent of the juice of 
423 lemous without tne slightest disturbance of digestion. 

on stopping the solu ion, 2 teaspoonfuls of grape juice were given 
three times da'ly, and the stools atonce became too frequent Satay, 
in contrast to the normal 1-3 per diem whilst taking the much more 
potent antitsc » butic preparation. 


Case 2 was one of mild scurvy, with much less severe 
symptoms than in the preceding case, but the rapidity of the 
cure was none the less striking. 


Case 2 —Male infant aged 10 months. Was breast-fed two weeks, 
then on glaxo for one month, and since then fet only on a mal'ed food, 
apparently a oreparation of dried milk with malted cereal. For 
two weeks before aimission began to cry as if with psin whenever the 
legs were touched On admission he lay with legs flexed at hips and 
abtuc’'ed; did not’ move them «nd se mei te:der over lower e ds of 
ti iz, where perhaps s'ght thickening, but very vague. One tooth 
juct showing, but gums n-rma!, 

The child was put u ona diet of undiluted boiled milk. One and a 
half ounces of the cone+ntrated preparaii on, equivalent to twice the 
bulk of lemon juice, were given three times daily. The firs, duse was 

iven at 7 P.M., the second at 2 a.m ontre following day, the third at 

OamM. Shortly after this the tenderness was found to have dis- 
appea ed and there was more movement of the legs Twoand a half 
hours after the fourth dose—i.e. 263 hoursaftertreatment was begua— 
there was no tend-rness and the child was moving the leg~ wel!, though 
not vigorously T:renext dav, ater six doses. it was noticed that the 
child * lo ks much better” The legs were moved well, There was no 
looseness of the b wels, though the equivalent of 12 lemons was taken 
in 38 hours. 

The s ‘lution was continued regularly in doses of 14 0z. of the double 
streng'h until the infant hed taken the equivalent of 18 lemons in 
72 hours. after whieh only a few do-es a irregular intervals were 
given, al: hough really unnecess»ry, as the child was already well. 


In the next case also there wax rapid recovery. 


Cas 3.—Male infant aged 83 months. Fed on Savory and Moore's 
foot prepared in the usual way with milk and water since 3 weeks 
old. Fo last th ee weeks bas cried when lifted, as burt 
him. When first seen he did not. move eith-r leg. and was evidently 
afraid of being touched. No detinite periostes! thicke: ing could be 
detected There were three teeth, but the gums were normal. 

This case was seen in private consultation. No accurate record of 
the progress was obt.inable. bu. on oz. doses of the concentrated 
preparation, = twice the bulk of lemun juice, there was a very rapid 
recovery. 


Case 4 was one of severe scurvy, with much more 
subperiosteal hemorrhage than was present in any of the 
three previous Cases, 


Casr 4. Female infant aged 11) months. After the age of about 
34 months was fet on Savory and M wore's food for nearly 5 months, 
and then o» Allen and H-nurys No. 3 f prepared with pasteurised 
milk 3 parts, barley water 1 part. At abou 10 months old some 
swelling of lower ends of tibia an-t then just above wrists was noticed ; 
the child seemed in much pain. At 11 months there was some blvod in 
stools; more recently a large bruise-\ike mark had appeared over right 
buttock. 

When the child was first seen there was over both femora and tibiz, 
especially the left, marked hickenin, with acute 'endernes-. There was 
no movement of either leg or thigh, except very slight flexion and 
extension of ankles. The gums were swollen and purpie. 

The child was put upon a diet of und:luted boiled milk. The con- 
centrated preparation=twice the bulk of lemon juice ws iven, and 
after 2 do-es the infant seemed ‘*much brighter and happier.” It 
was continued in doses of 14 oz. three -imes daily, and 48 hours later, 
after 6 doses, the child was seen ag in. The chilt’s colour was 
noticeabl, better; she had also laughed and made baby sounds for the 
first, time that day for many cays. There was more movement of 
ankles and toes, the gums were less swollen and less purple. The 
thickening over lett femur was deci tetly less, but that over left tibia 
was rather increased. 

The child was next seen 5 days later, when the right leg was actually 
being kicked abou freely; the left l-g ~howed some moti -n, but onl 
very litt'e. Tne thickening over the left tibia and femur was still 
prese t, but much less; th gums were now only “ purplish.” 

Exh days later the lef. leg could be moved and 4 days after this 
the infant. wa-anhl- to enjov its bath, moving both legs almost normally, 
though the sw: lling in the lefe did n t finally disappear until about 
26 days after treatment began. 


This last case was one in which there was evident! a 
large amount of suhperiosteal hemorrhage, and, according 
to the history, this was probably of some weeks’ duration so 
that recovery of movement and disappearance of swelling 
was necessarily a slower process than in the other cases 
where the thickening, and therefore presumanly the sub- 
periosteal hemorrhage, was much less in degree; the 
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improvement, however, as compared with other cases of similar 
severity treated by the ordinary methods, was undoubtedly 
uausually rapid. 

Value of the Treatment. 

The outstanding feature of tnis treatment was the use for 
the first time clinically of the antiscorbutic factor separated 
from the greater part of the inactive components of the 
foodstuff in which it occurs. Moreover, this antiscorbutic 
factor was given in concentration at least double—in one 
case seven times—as strong as that in which it occurs 
naturally in the foodstuff (lemon) from which it was obtained. 
The treatment was thus, so to speak, ‘‘ intensive.” 

As was hoped, the result was found to be extremely rapid 
amelioration of the symptoms. It is very difficult to give any 
accurate com arison between the results obtained and those 
which come from the ordinary treatment hitherto adopted, 
whether with ‘: potato cream”’ (i.e., powdered cooked potato 
beaten up with milk) or orange juice or grape juice. No two 
cases of scurvy can be guaranteed to be of exactly the same 
severity; moreover, the effectiveness of the ordinary treat- 
ment has often been diminished by insufficiency of dose, and 
unless the maximum quantity which could be tolerated has 
been given it would be unfair to assume that the maximum 
effectiveness of such antiscorbutics has been demonstrated. 
Owing, however, to their tendency to cause looseness of the 
bowels these foods cannot be increased beyond certain 
limits, which vary with the particular infant. Even within 
these limits the results of their administration are so striking 
and rapii that it might have been thought hardly possible 
to improve on them; one of us (G. F. S ) has elsewhere 
mentioned that ‘‘under efficient antiscorbutic diet the 
tenderness and pain on movement is usually appreciably 
less in 48 hours.’’ With the use of the concentrated pre- 
paration of the antiscorbutic factor the improvement is even 
more rapid. 

Consideration of Results. 


In Case 1, which was severe, there was noticeable im- 
provement—viz., diminution of distress and increased 
movement of legs about 18 hours after treatment was 
begun. In Case 2, a slight case, there was definite improve- 
ment in these respects in about 16 hours, and very marked 
improvement in 264 hours. In Case 3, a very severe case, 
there was ‘‘a great change’’—viz., diminution of distress 
within 22 hours. 

This increased rapidity of improvement is not due to 
anything new in the essential element of the treatment, 
which is the so-called ‘‘ antiscorbutic factor’’; this was the 
curative principle in the ordinary antiscorbutic diet just as 
much as in the preparation we have used. The difference 
is that in the experimental preparation tne unessential and 
irritant part of the foodstuff has been eliminated and the 
antiscorbutic factor left in an aqueous medium, associated 
with little extraneous matter, and this even when consider- 
ably concentrated seems to have no irritating effect upon 
the stomach or bowels. In this way it is possible to give 
quantities of the ‘‘ antiscorbutic factor ’—e.g., the equivalent 
of the juice of 6-12 lemons daily—which, if given in the 
ordinary form of potato or fruit juice, would set up very severe 
gastro-intestinal disturbance. In ultimate completeness 
of cure this mode of treatment offers no advantage over the 
ordinary antiscorbutic foods which only more slowly secure 
an equally satisfactory result, but it is no small matter if we 
can hasten even by a few hours the relief of the very acute 
distress caused by infantile scurvy. 

The above results bring out another point of theoretical 
interest—namely, that they confirm the results obtained 
experimentally in animals. This antiscorbutic preparation 
was first tested by Harden and Zilva (1918) in the prevention 
of the disease in guinea-pigs and curatively in a monkey 
suffering from scurvy. The clinical course of the recovery 
in the infants described above was almost identical with that 
observed in the monkey, and there can now be little doubt 
as to the bearing results obtained in experimental scurvy 
with monkeys and guinea-pigs have on human scurvy. 


MEDICAL APPOINTMENTS IN IRELAND DURING 
DEMOBILISATION.—Che Local Government Board have in- 
timated to the Omagh guardians that they will not sanction 
& permanent appointment of a doctor to a dispensary district 
until after demobilisation. As a result the proposal to fill 
up the Gortin Dispensary has had to be abandoned and the 
guardians decided to make a temporary selection. 


HYSTERICAL VOMITING SOLDIERs. 
By W. R. REYNELL, M.A., M.D. Oxoy., M.R.C.P 


CAPTAIN, R.A.M C. 


(From the Seale Hayne Military Hospital, Nenwton 


HYSTERICAL vomiting is comparatively common among 
soldiers. It is surprising how scanty are the references to 
this symptom in the very large literature on war neuroses 
Besides being a most distressing condition in itself, it may 
lead to a severe degree of neurasthenia, with progressive 
emaciation and increasing mental distress, the loss of 
appetite with which it is associated finally leading in severe 
cases to a condition of anorexia nervosa. In many cases it 
is the only symptom, but the slighter forms of hysterical 
vomiting are common among patients suffering from al! 
kinds of war neuroses. In a large number of cases which 
have come under our care the hysterical nature of the dis. 
order has apparently not been recognised, and the patient 
has been diagnosed and treated as a sufferer from gastritis 
From the only paper I have seen dealing with hysterical 
vomiting in soldiers, it would appear that the condition is 
usually very resistant to treatment and that a complete cure 
can rarely be expected in less than several weeks or months. 
Such has not been our experience at Seale Hayne Military 
Hospital. Out of some 600 cases of war neuroses admitted 
between June and October, 1918, 18 have suffered from 
hysterical vomiting of from four to twelve months’ duration. 
Ali of these patients have been cured within three weeks of 
admission, most of them within ten days, and a few after a 
single treatment. 

Etiology and Pathogenesis. 

Hysterical vomiting is the perpetuation by suggestion of a 
symptom due in the first place to a pathological condition, 
such as that caused by gassing, dysentery, phthisis. or 
appendicitis. In a certain number of cases the exciting 
cause is purely emotional. 

1. Gassing.—Gassing is the most frequent exciting cause 
of hysterical vomiting in soldiers. When a man is gassed. 
saliva is secreted abundantly as a result of a protective reflex, 
aod when swallowed it carries in solution enough of the 
irritant to set up acute gastritis with frequent vomiting. 
The existence of acute gastritis in such cases has been proved 
by post-mortem examination of fatal cases. In the large 
majority of cases the inflammation of the gastric mucosa and 
the vomiting subside pari passu within a few days and at 
most within two or three weeks. In the predisposed neuro- 
path or in a soldier, whose suggestibility has become 
exaggerated as a result of war strain, the vomiting may 
persist as an hysterical symptom after the organic disturbance 
which gave rise to it has disappeared, in the same way as 
aphonia and blepharospasm, which are the other common 
hysterical sequels of gassing. 

2. Infections and intoxications.—In a number of cases the 
onset of the vomiting dates from an attack of dysentery, 
trench fever, and other infections. Post-mortem examina- 
tions have demonstrated the existence of a definite gastritis 
in bacillary dysentery, and perpetuation of the vomiting 
occurs in a certain proportion of patients in the same way as 
in gassing. 

Hysterical vomiting following dysentery.—Pte. D., aged 29, a bakers 
assistant in civil life, had always been delicate and inclined to be 
nervous and excitable. He enlisted in September, 1914. After being 
in India for over two years he was transferred to Palestine in April, 
1917. He was beginning to feel very run down as a result of malaria 
ani a‘*touch of the sun,” when in June, 1917, he contracted dysentery 
Vomiting occurred from the onset of the dysentery, and persisted to @ 
slignt extent after he left hospital. A few weeks later it became worse 
and he had to be readmitted. On admission to Seale Hayne Hospital 
in August, 1918, the patient stated that he had vomited after food tor 
the past 14 months with the exception of short periods when the 
sickness had not been sufficient to incapacitate him and he had 
rejoined his unit. For the last three and a half months he had vomited 
three or four times a day. His weight was 8st.91b. 35 st. less than on 
enlistment. Treatment was begun the day after admission to hospital: 
the vomiting at once became less frequent, and within ten days it had 
ceased entirely. There bas been no relapse in the six weeks which have 
since elapsed, 

Hysterical vomiting following trench fever.—Pte. P., aged 2, 
accountant, always suffered from ‘‘nerves and headache.” He had 
a nervous breakdown in 1912 He enlisted in July, 1916, and went to 
France in December, 1917. He was admitted into hospital in January 
with a severe attack «f trench fever, for which he was kept in bed tor 
four months. After he had been ill some weeks he began to suffer from 
sickness after food; he could retain nothing but small quantities ©! 
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peptonised milk. For several weeks he was treated by rectal feeding, 
but even then he was sick three or four times a day. On admission to 
geale Hayne Hospital in July, 1918, he was in an extremely emaciated 
and depressed condition. 

Treatment was begun at once, and a stomach-tube was passed once 
aday fora week. After the fifth day the patient vomited once a day, 
ind at the end of a fortnight the sickness had ceased completely. 
Tuere was no relapse, and when the patient was discharged from the 
Army three months later he was able to go back to his civilian work 
jnmediately. 


Captain J. W. Moore has recently had under his care a 
case of hysterical vomiting following an anesthetic, and he 
has kindly furnished me with the following notes of the 
case. 


Hysterical vomiting following suryical anesthesia.—Pte. B., aged 34, 
manager of a dairy in civil life, has never been robust or able to do 
bard work. His brother suffers from neurasthenia and bas never 
been able to work. He was called up in March, 1917, and was sent to 
France the same month. He was classified B2 on account of his 
general weakness, and only did orderly work. A week after hfs arrival 
in France a shell burst nesr his hut anda piece of metal entered his 
buttock. He was operated on two days later and a piece of shell was 
removed. After the operation he vomited constantly for several days, 
and since then he had been unable to take ang solid food without 
vomiting. 

On admission in July, 1918. he was emaciated and weak, and it was 
with great difficulty that he was persuaded to eat solid food. Repeated 
explanations of his condition and constant encouragement were 
successful in stopping the vomiting 10 days after admission. There 
was no relapse and he was discharged seven weeks later completely 
cured. 


3. Reflex vomiting. —Among the causes of reflex vomiting, 
which may be perpetuated and exaggerated as hysterical 
vomiting, phthisis and appendicitis are comparatively 
common. 


Hysterical vomiting in phthisis.—Pte. B., aged 40, was admitted for 
“gastritis” on May Ist, 1918. He had vomited after every meal for 
more than 12 months. He was emaciated and looked very ill. Exami- 
vation of his chest showed extensive tuberculous changes, but the con- 
dition was now one of smouldering activity with an evening pyrexia of 
99° to 99°6° F. The patient was kept in bed until his temperature was 
normal. His vomiting was treated as if it were hysterical, and within 
ten days it had ceased completely and no relapse occurred. He rapidly 
gained in weight and was discharged from the Army in a satisfactory 
condition, not having vomited for two months. 


4. Emotional vomiting.—In the genesis of all neuroses 
emotion is a factor of prime importance, and in a number of 
cases of hysterical vomiting this was the exciting cause. 


Thus a soldier was detailed to bury some decomposed German 


corpses. The work was of such a revolting nature that he 
was sick, and the vomiting continued for several months until, 
when the origin and nature of his illness were explained to 
him, he was able to control the habit. 


Symptoms. 


In most cases the patient vomits after every meal, 
but sometimes vomiting only takes place once or twice 
a day. In slighter cases several days may pass without 
sickness, and in such patients the vomiting can often be 
traced to slight emotional upsets, such as fits of temper, a 
disturbed night with nightmares, bad news, or sudden excite- 
ments. One of my patients, who had not vomited for three 
weeks, was sick twice after being moved from one ward to 
another, but after this there was no relapse. Sudden active 
movements, such as running, lifting, or even stooping to 
lace up boots, may be enough to cause sickness. 

The vomiting is often preceded by epigastric pain, which 
is always relieved when the patient has been sick. Some 
patients are sick almost immediately after food. Others are 
only sick after an interval of half an hour or more. One 
patient of mine never vomited during the day. but was sick 
every night two or three hours after going to bed, four or 
tive hours after his last meal. Water-brash is a common 
precursor of the actual vomiting; patients complain of a 
rifting up,’ “ repeating,” and a feeling that their stomach 
contents are being “ churned up.” 

A characteristic feature of hysterical vomiting is its inde- 
pendence of diet. Sometimes, however, a patient can take 
liquids but not solids. In others some particular article of 
diet, such as meat or potatoes, will always cause vomiting. 
But in severe cases sickness occurs when anything solid or 
liquid is swallowed, and I have had several patients who have 
been fed exclusively by the rectum for weeks without cessa- 
tion of the vomiting. If the vomit be examined it will be 
found to consist of undigested or partly digested food, but the 
quantity is less than the amount of the meal last taken. It 
is often watery in character and may contain but little solid 
matter. 

Examination of the patient reveals no sign of organic 
disease ; some epigastric tenderness may be present, but this 
is unusual. 

If the vomiting is of long standing, wasting may be con- 
siderable, and many of my patients had lost several stones 
in weight, but the loss of weight is rarely such as would be 


compatible with organic disease of the same duration. If a 
barium meal be given and an X ray examination made, the 
size, shape, and movements of the stomach are found to be 
normal, and it isemptied at the norma! rate, if vomiting 
does not take place. 

Diagnosis. 


The diagnosis is not usually difficult. It depends upon 
the absence of signs of organic disease, often with a 
characteristic history of the onset following gassing or 
emotional stress. Independence of diet is typical of hys- 
terical vomiting, and as a rule the variety of diets that 
have been tried is in marked contrast with the monotonous 
regularity of the vomiting. The watery character of the 
vomit and the absence of pain both point to a functional 
disorder. In doubtful cases a barium and X-ray examination 
may be made, but this is rarely necessary. 

The following case is instructive, and illustrates how 
important it is to be on the look-out for a slight organic focus 
of irritation in cases which do not recover completely under 
treatment. 


Hysterical vomiting associated with reflex vomiting, due to dysenteric 
appendicitis —Pte. M., aged 30, contracted dysentery in Kgypt in 
November, 1917. During his illness he vomited ten or twelve times a 
day. He was transferred to Kngland in March, 1918, still vomiting 
three or four times a day. On May 13th he was admitted to Seale 
Hayne in an emaciated condition. He said that he had never vomited 
less than three times a day during the last eight months. He was very 
weak and depressed, and had lost 3 st. in weight. 

Examination revealed no sign of organic disease, and the condition 
was diagnosed as hysterical. Treatment was successful in reducing 
the vomiting to once a day, with occasional days in which the patient 
was not sick at all, but a complete cure could not be obtained. 

Some weeks after admission the patient complained of a slight pain 
in the right iliac fossa. Examination showed definite though slight 
tenderness in this region and Bastedo’s inflation test was positive. 
Appendicitis was diagnosed and the patient was transferred for opera- 
tion. He was not sick after the anesthetic and has been completely 
free from vomiting since, a period of six weeks. 


It is quite evident that this patient suffered from chronic 
appendicitis, which, though insufficient to cause definite 
symptoms until it became acute, was enough to give rise to 
a habit of vomiting which was very largely hysterical in 
nature, as it was very greatly improved by psycho-therapy. 


Prognosis. 


A certain number of cases of hysterical vomiting recover 
spontaneously without treatment, but in a large pro- 
portion the symptom persists indefinitely unless suitable 
treatment is given. Elaborate dieting, drug-therapy, and 
especially rectal feeding, do more harm than good by confirm- 
ing the patient in his belief that there is something serious 
the matter with his stomach. I know of one case in which 
a gastro-enterostomy had been done as the patient was 
supposed to have a duodenal! ulcer as a result of gassing, but 
the natural consequence of performing such an operation on 
a normal stomach was to aggravate the vomiting and make 
it less amenable to psycho-therapy. 


Treatment. 


The method of treatment I have used for nearly all 
my patients with hysterical vomiting has consisted of 
psycho-therapy, reinforced by the suggestive effect of 
the passage of a stomach-tube. The patient is interviewed 
in a private room the day following his admission to 
hospital. A full history of the illmess is taken and a 
thorough physical examination is made. In some of the 
earlier cases an X ray examination was carried out. The 

atient must be made to feel that his case has been 
horoughly investigated and is thoroughly understood. 

The origin of the hysterical symptoms is now fully 
explained to him. He is told that his illness began with a 
definite inflammation of the stomach, but that the inflam- 
mation subsided within a few weeks; at the end of that time 
the complex act of vomiting, which would be almost 
impossible to carry out by a normal person, had become 
very easy for him, so that what he is now suffering from is 
a habit. His stomach has acquired the bad habit of con- 
tracting soon after it has been distended with food, and all 
that is necessary is to break this habit. It is explained that 
a stomach-tube will be passed before his meals, and that this 
will cause retching and a contraction of the stomach, so that 
the organ will be given the exercise that it has grown used 
to about meal-times, but that having contracted before 
meals it will not have the same tendency to do so after 
meals. The explanation is, of course, not to be regarded as 
a scientific one. but simply as one which will appeal to the 
patient’s mind. I tell him that it is a method of treat- 
ment that I have never known fail, and that it will 
depend on him how often the tube need be passed, 
as in many previous cases a single treatment has 
stopped the vomiting completely. I impress upon 
the patient particularly the importance of breaking 


the habit immediately, as much trouble will be saved 
; thereby. In order to make his effort successful at once I 
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order that his first meal shall be dry, no fluid of any kind 
being taken for two hours after meals, which should consist 
at first of toast and butter and an egg. As soon as the 
patient can retain dry light meals the diet is gradually 
Increased until a full diet can be taken. After that fluids 
are allowed with meals, beginning with small quantities. 
The vomiting becomes less frequent at once and usually 
ceases at the end of a week or ten days; in favou.able cases 
it should stop after the first treatment. 

In patients of superior intelligence it has often been 
possible to effect a rapid cure by pure psycho-therapy 
without the aid of suggestion. The patient is made to 
understand his condition exactly, and is told that in men of 
more than average intelligence success usually follows such 
an explanation, but that, failing that, a method of treatment 
is available which never fails, though it is somewhat 
unpleasant, and will therefore not be used unless it is 
absolutely necessary. 


Note on Hysterical Vomiting of Civil Practice. 


There is no doubt that many cases of chronic vomiting 
met with in civil practice are hysterical in nature, although 
this is not us ‘ally recognised. It is probable, though further 
research will be necessary to establish the fact, that most, 
if not all, cases of so called pernicious vomiting of pregnancy 
are purely hysterical, the acc mpanying acidosis being the 
result and not the cause of the vomiting. The following 
case is one of several seen by Lieut -Colonel A. FE. Hurst. 


Hysterical (so-called pernicious) vomiting of pregnancy cured by 
psycho-therapy.—A patient, 2l yea s old, in her first pregnancy suffered 
during the first few weeks trom the vomiting which is so common as 
to be regarded as physiological. Instead of ceasing, h: wever, at the 
usual time, it continued in a» aggravated form, so that by the third 
month she was quite unable to retain any solid food. When first seen 
by Lieut.-Colonel Hurst, at the end of 'he fifth month, she had become 
extremely emaciated and weak. She vomited fluids as well as solids, 
and during tne la t three weeks she had been ted by rectum, but the 
vomiting returned directly anything was taken by meuth as well as 
indep-ndently of this. Her urine contained diacetic acid and acet ne, 
and atrace of albumin; her bresth smelled of ace one. As all drug 
treatment bad tailed, the gynaecologist who saw her at the same 
cons :ltation urged immediate empty'ng of the uterus. Lieut.-Colonel 
Hurst asked for 24 hours’ delay. He explained to the patient how her 
symptoms had arisen as a habit, maintained after the normal vomiting 
during the first weeks of pregnancy had ceased, and how after its long 
rest her stomach c suld now de:+1 vith ordinary diet in spite of its failure 
with stops and fluids, which were not the normal foo of an adult. She 
was thoroughly convinced, took a good luncheon, tea, and dinner the 
same day, and never vomited again. The signs of intoxication, which 
were simply the result of starvation rapidly disappeared, and she was 
delivered of a healthy boy at full term. She had yained so much in 
strength that she was able to nurse bim, and had lived a normal life 
during the last three months of pregnancy. 


It seems probable that many cases of persistent vomiting 
after operations are purely hysterical, and the well-known 
efficacy of gastric lavage in such cases may be more the 
action of suggestion than due to the removal of mucus or 
other irritant from the stomach. On several occasions 
patients, who have suffered so severely from vomiting after 
previous anesthetics that they have only been persuaded 
with difficulty to undergo a further operation, have not 
vomited at all when told convincingly that the anesthetist, 
who was going to give them ether on this occasion. hada 
special method which was certain to prevent vomiting, 
although it was quite indifferent what special modification 
he used. 

In the same way the vomiting associated with gastritis, 
gastric ulcer, chlorotic anemia, and appendicitis may in 
suggestible individuals continue or recur as the result of 
auto-suggestion after the original cause has disappeared, as 
Lieut.-Colonel Hurst has pointed out. In all such cases it 
can be rapidly cured by pure psycho-therapy. 


Dr. Vermylen, a Belgian physician who has been 
for the past three years house surgeon at the North Devon 
Infirmary, Barnstaple, was recently presented with a cheque 
to defray his expenses of returning to Belgium by the com- 
mittee of the institution. The gift was accompanied with a 
resolution expressing appreciation of his services. The 


medical staff presented Dr. Vermylen with a case of surgical 
instruments. 


THE LATE Dr. J. MICHELL CLARKE.—As a memorial 
to the late Dr. Michell Clarke it has been decided to enlarge 
and continually to add to the medical library controlled by 
the Bristol University and the Bristol Medico Chirurgical 
Society. The cost of the scheme is estimated at about 
£2000. The subscription list will shortly be closed. Mr. 
Rafter, registrar of Bristol University, is acting as honorary 
treasurer, and donations should be forwarded to him. 


Clinical Hotes : 
MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


FRACTURE-DISLOCATION OF ASTRAGALUS, 
WITH POSTERIOR DISPLACEMENT 
OF SUPERIOR FRAGMENT. 


By H. C. ORRIN, F.R.C.S.EDIN. 


THE following case appears of sufficient interest and rarity 
to merit record. 


Patient, private, aged 46, came under my care in hospital 
within seven days of his injury in France, and was said to be 
suffering from a ‘‘ swollen and contused right ankle.’’? During 
a bomb raid he was rendered unconscious, but thinks he was 
struck on the ankle bya flying missile. So severe, however, 
was the injury sustained that doubts have arisen as to 
whether he was hit ditect on the ankle or, the foot being 
fixed, his body was laterally forced away from his foot by 
the bursting of the bomb. Personally I incline to the latter 
view. 

On examination upon arrival here, there was marked 
swelling and ecchymosis of the right calf, inner side of foot, 
ankle, and tarsal region. No movement whatever could be 
elicited at the tibio-astragaloid articulation. Through the 


Fracture dislucation of astragalus. 


oedematous tissue on the inner side of ankle could be felt a 
bony mass, situated laterally between posterior aspect of in- 
ternal malleolus and tendo Achillis. Ata later date, when the 
swelling had subsided, this mass could be defined as hemi- 
spherical in shape. Stereoscopic X ray plates were taken, 
aod the injury was found to be one of fracture of the 
astragalus, with posterior dislocation and displacement of 
— half on to superior surface of os calcis. 

Operative measures were not undertaken until all swelling 
and ecchymosis had subsided. I then investigated the con- 
dition by making an incision on inner side of ankle, between 
internal malleolus and tendo Achillis, and through which | 
removed the fractured and dislocated half of the astragalus. 
When the bone was fully exposed, its position was stil! more 
remarkable, for not only had a fracture-dislocation occurred, 
but in its displacement backwards the upper half was found 
rotated on itself, so that ite superior articular surface was 
looking inwards. No tendons or important structures were 
divided in the operation, and the wound was closed without 
drainage. Healing was by first intention. 


Passive movements and massage were commenced early, 
and when ten weeks later the patient walked out of hospital! 
his range of movement at the ankle-joint was most 


remarkable. 
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A PERMANENT CRITERION FOR THE 
STANDARD AGGLUTINATION TEST. 


By A. D. GARDNER, D.M.OxoN., F.R.C.S. 
(From the Department of Pathotogy, University of Oxford, 
Standards Laboratory.) 


ONE of the difficulties in obtaining absolutely uniform 
results with the macroscopic agglutination test (Dreyer’s 
technique) lies in the fact that different observers may adopt 
different degrees of agglutination as ‘‘ standard agglutina- 
tion.”” In the directions sent out with standard agglutinable 
cultures this is defined as ‘‘ marked agglvtiration, without 
sedimentation.’’ Buta considerable range of size of flocculi 
is covered by this definition, and it is desirable, if possible. to 
introduce greater uniformity in this section of the technique. 
Even a single experierced wor'er cannot always keep in his 
mind’s eye precisely the degree of flocculation that he is 
accustomed to take as ‘‘ standard,”’ though his error from 
this cause will be small. The divergence of the standards 
of any two observers, however, may give rise to discrepancies 
in the calculation of standard agglutinin units amounting 
to 20 per cent. or more. 

A satisfactory way of overcoming this difficulty would be 
found in the issue from the central laboratory of permanent 
tubes showing the precise degree of flocculation that is best 
adopted as standard agglutination for the various types of 
bacilli. 

The writer has found a way of preparing such tubes in the 
following manner :— 

Tubes.—Special agglutination tubes are made double the 


length of the small agglutination tubes used in Dreyer’s 
method, but of the same calibre. 

Gelatin Solution.—A 20 per cent. solution of gelatin in 
normal salt solution. This is used for diluting the serum. 
It must be made as clear as water. 


Culture.—Standard agglutinable culture of the bacillus to 
be agglutinated. 

A suitable dilution of the specific serum is made with 
the melted gelatin solution. One c.cm. of Oxford standard 
serum mixed with 9c.cm. of gelatin solution answers well. 
Ten drops of this are thoroughly mixed with 15 drops of 
standard culture in each tube, and the tubes are incubated 
until the desired degree of agglutination appears. Then 
the tubes are immediately stood in cold water and one 
small drop of commercial formalin is added to each. Such 
tubes as show, on further minute’ inspection, the precise 
degree of agglutination desired are sealed off in the blow-pipe 
flame. The formalin fixes the gelatin, which will not again 
melt even at boiling temperature. 

Thus we have a tube presenting all the appearances of an 
ordinary agylutination tube with the agglutinated fluid 
contents, but actually containing a solid and permanent 
block of fixed gelatin. I have observed no alteration in the 
appearance of these tubes over a period of six months or 
more. If desired, a series of such tubes may be made 
showing every degree of agglutination from total to the 
finest trace. A series of this kind may be very useful for 
reference in fine experimental work. 

Different emulsions of the same organism may present 
variations in the quality of agglutination they show. And 
particularly in the c-se of B paratyphosus A and B many 
emulsions are found to agelutinate somewhat imperfectly. 
Standard agglutination tubes ought, theoretically, to be 
prepared for each species of bacillus, but for practical 
purposes it is quite sofficient to use one species of a group 
as type for the whole group—e.g., B. typhosus for the 
‘‘enteric group of bacilli and dysenterie (Shiga) for the 
aysentery group. ‘‘ Standard” agglutination of the latter 
group is finer than that of the former. 

Oxford. 


A CASE OF TRAUMATIC ANEURYSM OF THE 
EXTERNAL CAROTID. 


By S. C. DykE, M.B., B.CH. Oxon., 


CAPTAIN, R A.M.C. (T.C.). 


THE following case seems to show several points of surgical 
interest :— 

Private ——, age 34, was wounded bya bullet on August 8th. 
Bullet entered on left side of nose, just below the root, passed 
through upper part of nasa! cavity, across right side of face, 
and made its exit through the right external auditory meatus. 


On August 13th he was admitted to a hospital in England. 
He then had little pain. Entrance and exit wounds were 
both clean; there was considerable swelling of right side of 
face, over parotid region, and apparently limited by the 
parotid fascia. This swelling showed no signs of inflamma- 
tion, and was ascribed to extravasated blood. X rays showed 
some fragments of bullet casing in right parotid region 
and a fracture of the right ascending ramus of inferior 
maxilla. There was some paresis over distribution of upper 
branch of right facial nerve. This had disappeared by 
August 21st. 

On August 22nd patient complained of much pain in right 
side of face, and on examination it was found that the 
parotid swelling was now pulsatile. A diagnosis of 
traumatic aneurysm was made, though whether of internal 
or exterpa! carotid it was impossible to say. 

The patient was seen by Major Cecil Bevers, R.A.M.C.(T.F.), 
who decided, in view of the impossibility of learning by 
other means, to expose the carotid and determine by occlu- 
sion of the vessels whether the external or internal carotid 
was involved. Further, in view of the manifest difficulties 
in the way of performing distal ligature on a vessel lying in 
the midst of a large extravasation of blood deep in the 

arotid gland, it was decided to try the effect of proximal 
eutvese of the affected vessel. 

Operation was performed the following day. The carotid 
was exposed through usual incision. The operation was 
rendered difficult by the shortness of patient’s neck, the 
bifurcation of the carotid being right up under the angle of 
the jaw. It was found that pulsation of the swelling was 
completely stopped by occlusion of external carotid; this 
vessel was accordingly ligated immediately above bifur- 
cation. The establishment of a collateral circulation through 
the branches of the external carotid of the other side, as 
feared, did not occur. The swelling decreased in size imme- 
diately after operation, and 10 days later, except for the 
fracture of jaw, condition of patient was normal. 


The case is of interest as showing the successful result of 
early proximal ligature in traumatic aneurysm, even of a 
vessel forming such free anastomoses as the external carotid. 
The successful result was probably due to the rapid develop- 
ment of the aneurysm, which outran the widening of the 
anastomosing vessels and gave no time for the formation of 
a collateral circulation. In an aneurysm of slower growth 
the result would probably have been different. 


Medical Societies. 


SOCIETE DE BIOLOGIE, PARIS. 


THE following is a summary of some of the papers read at 
the meetings of the society held on Dec. 16th and 21st :— 
P. CARNoT.—The Question of Antiseptics. 


1°. Antisepsie des milieux extérieurs: la dose et la spécificité des 
antiseptiques, la production des formes de résistances du microbe: 
sporulation, ete. ...... sont des netions importantes a acquérir. Une 
méme espéce microbienne peut se comporter différemment vis a vis 
d'un méme antiseptique suivant la dose. Lors du passage dans 
Véconomie, il peut y avoir augment:«tion de résistance aux anti- 
septiques et acceutumance A cet antiseptique. Avec une dose d’anti- 
septique inférieure a la dose mortelle, on peut obtenir une action 
antigenétique seulement. O’est l'action atténuante d’antiseptique. 
En diminuant les doses l’antiseptique devient accélérant. A dose 
minuscule |'action se poursuit. La question des relations des propriétés 
physicochimiques et des propriétés antiseptiques est complexe: les 
phénoménes de dissociation, d’ionisation, de solubilisation ont un réle 
complexe a joner. L’action du milieu extérieur, électrolyte, protéine, 
cellules vivantes du milieu, est importante et modifie considérablement 
Vinfluence des antiseptiques. 2°. Au début de la guerre, l'asepste 
chirurgicale dominait. fPuis lantisepsie a dominé. Beauceup de 
chirurgiens la considéraient comme nocive, la discussion reste ouverte. 
La stérilisation des plaies semble ne :éussir que d'une facon précoce et 
dans de bonnes cenditions: méthode Carrel. Sur les suppurations 
anciennes aucune substance ne semble avoir l’action. L'action curative 
se fera (’autant plus sentir que le contact avee le germe sera plus pro- 
longé et plus intime. Action sur la plaie: (1°) Antiseptique a action 
antibiotique générale sur microbe et cellules, (2%) Action aniicellu- 
laire peu intense. (3°) Action antiseptique de plus en plus 1églig: able 
mais ayant un réle empéchant indirect sur lorganisme: action exsuda- 
tive, ly mphorie, &c. 3°. Antisepsie interne. Antiseprie des canaux et 
des cavités: on cherche a porter directement l'antiseptique faible au 
contact du germe a combattre Dans les infections géuérales, on 
emploie des substances 4 action antiseptique indirecte. 


A series of papers followed on the action of particular 
antisep'ics :— 

PHILARDEAU.—Sodium Fluoride. 

A. LATARJET and Mile. Promsy.—Antiseptic Action of 
Ionisation. 

E. FourNngEAU and E. Donarp.—Chlorides of Iodine. 

W. MESTREZAT and TH. CaSALIS.—Monochloride of Iodine. 


eing 
t by 
wtter 
oot, 
1 be 
the 
ta 
in- 
she 
ni- 
en, 
she 
of 
ng 
m- — 
en 
hI 
nd 
are 
ly, 
tal 
st 


22 THE LANCET,] REVIEWS AND NOTICES OF BOOKS. (JAN. 4. 1919 


LRebiews and Hotices of Pooks. 


A Text-book of Pharmacology and Therapeutics. By A.B 

Cusuyxy, M.A., M.D., LL D., F.R.S. Seventh edition, 
PLULB and FAURE-FREMIET.—Paraffined Dressings. thoroughly revised. London: J. ani A. Churchill. 1918 
GATE and DecHO3SAL. Vaccination against Influenzal Pp. 712. 18s. net. 


Complications. IN revising his text-book for its seventh edition Professor 
Résultats fournis par 105 recherches portant sur 82 cas de grippe, | Cushny has not found it necessary to introduce modifications 
dont 37 sévéres et compliqués. 1°. Le B. de Pfeiffer s'est montré une | co extensive as those which distinguished the sixth edition 
seule fois dans les crachats. 2°. Le pneumocoque fréquent dans les 3 . a Th 1 ificati fd Jonted 
crachats até trouvé 5 fois seulement dans des pus pleuraux au début, de | from its predecessors. e classification of drugs—adopte: 
Vépidémie, jamais dans le sang. 3°. Le Streptocojue hémolytique a été | in the sixth edition—on the basis of the organs most charac- 
vu 18 fois dans les crachats, 12 foisdans des pus pleuraux, 4 fois dans les teristically affected by them has justified itself, and is 
hémocultures. T:é3 virulent pour l'homme (6 décés sur 12 pleurésies, ° Only cl a f th editi le how 
3sur 4 septicémies). Ce streptocoque a montré peu de virulence pour retained. Only closer study of the new edition revea 8 how 
le lapin, 4°. Des essais peu nombreus de vaccinoth rapie curative anti- | much has been done, by deft re-statement here and addition 
streptococciyue ont paru donner des résultats assez nets, quand il s'est there, to ensure that the book keeps pace with the progress 
ee ee ee of knowledge and continues to justify its reputation as a 

Mery and Girarp.—Action of Antiseptics on Viralent | «+ rehouse of practically ail that is of proven significance in 
Germs in the Naso-pharynx. pharmacology 

Chez trois enfants porteurs de pneumocoques. virulents pour la Fy 
souris, dans le rhino-pharynx, le collargo! au 1/100 et 'huile goménolée The immediate need for this new edition po Pe ges by 
au 1/10, vereés par les narines largement dans le cavum pendant the issue of the Ninth Revision of the Unite States 
plusieurs jours de suite, n’ont réussi qui diminuer le nombre des | Pharmacopceia. The inclusion in this of biological standards 
colonies microbiennes ensémencées avec le mucus sur boites de Petri : : : 
sans atténuer la des germes, notamment «iu pneumocoque, 
qui demevre virulent pour la souris. . A 

PomMAY-MICHAUX, B. MICHAUX and Moutier. A Diplo- description of the methods thus rendered official in America ; 
coccus Occurring in the Hemocultures of Influenzal Cases. and such a restriction was probably almost inevitable, for 


Dans vingt quatre, les hémocultures de grippés ont décelé un diplo- the sake of the American student, to whom a discussion of 
coque prenant le Gram, poussant lentement en milieux ordinaires, |} unauthorised methods might have proved confusing. More 
trés bien en milieux a l'ascite, qui rappelle les caractéres morpho- 


fogiques du pneumocoque, mais qal n'est pas pathogene pour les than one opinion is possible, however, concerning the 
animaux usuels de laboratotre (souris, cobaye, et lapin). , validity of some of the methods adopted by the U.S.P., and 
BRuNTzZ and SPILLMANN.—Trench Feet a Vitamine | the optimist may look forward to the possibility that before 
Deficiency. another new edition of the text-book is required a more 
Le manque de vitamines entraine des troubles scorbutiques ou névri- | Progressive spirit among those responsible for such matters 
tiques, Ces accidents suffisent pour ex pliquer le mal des tranches, qui | in this country will have widened the scope of this chapter. 
de ce fait peut-étre considéré comme une avitaminose. Only those who have tried for themselves to cope with it 


can form any estimate of the vast crop of pharmacological 

NORTH OF ENGLAND OBSTETRICAL AND GYNACO- | and therapeutic observation to be gathered in the world’s 
LOGICAL SociETY.—A meeting of this society was held in | medical and scientific literature, or of the extent to which it 
Poker ne on Dec. 13th, Mr. Miles Philips, of Sheffield, the | is scattered through journals devoted to the neighbouring 
President, being iu the chair.—Mr. W. W. King showed Two | sciences of physiology, chemistry, pathology, and practical 
Cystic Tumours of the Vulva of somewhat doubtful patho- | medicine. The attempt at gleaning over these immense 
logy. The first was probably a cystic adenoma of Bartholin’s field rons thi f the threshi a wi wing. means 
gland, and the other a cystic endothelioma.—Dr. Blair Bell ay 


showed an Abscess in a Fibromyoma undergoing Red bewilderment for most of us. Professor Cushny’s power 
Degeneration, and Encephaloid Cancer of Abdominal Wall | of surveying a wide range of the literature, not only of 
secondary to paracentesis abdominalis for ascites due to 


avowed pharmacology but of the kindred sciences as well, 
intra-abdominal carcinoma.—Dr. J. H. Willett showed a case | of seizing instinctively what is new and significant among so 
of Ectopic Gestation in which the mole, about the size of a | much which is neither, and of presenting it in the light of 
Fallopiee right his ripe experience as teacher and investigator, has given to 
side a salpingotomy had been done some years previously, his book the position of unique authority which it has long 


and this was found to be closed. He also showed a speci. | held among text-books of pharmacology in the English 
men of a Uterus with a large number of fibroids, in which | language. 

there was an early pregnancy, in which hysterectomy had Pharmacology, as an independent science, is a compara- 
been necessary on account of severe pain.—Dr. Leith Murray 


, nageee B pat Jr. J tive novelty in the medical curricula of this country. The 
Fibroid weighing one pound | gradual displacement of the medley of materia medica, 
on the anterior wall o e uterus, causing acute symptoms i iri i 

during pregnancy and enucleated at the weak: yhermeny, and ents of 


without interruption of gestation.—Dr. Fletcher Shaw read toxicology, which at ous time took its anene and its rightful 
the notes of a case of Extra-uterine Pregnancy which had | Place; the growing recognition of experimental pharma- 
progressed to the fifth month, and for which he had had 


cology as the necessary basis of the scientific therapeutics 
to do an abdominal section on account of severe pain.—Dr. | which all desire—no changes have had more importance 
Briggs read a short note on the Radical Cure of Complete Pro- | than these in the recent developments of medical education 
cidentia, illustrating his paper with diagrams and photo- | and practice. No influence has been stronger in promoting 
graphs and reading the notes of several illustrative cases. this change, and its logical outcome in the transference of 
exact methods to the clinical study of therapeutic effects, 
NATIONAL FoopD REFORM ASSOCIATION.— Dietaries | than that exercised by this text-book and by its distinguished 
Suitable for Secondary Schools, Colleges, Hostels, Clubs, &c., | author. It is to be hoped that more and more students 
with Recipes, Notes, Quantities, and Weekly Expenditure, | will make it their teacher and guide. They may gain from 
Approximately, 8s. per head,” 1s. 3d. net, is about to be | it not merely equipment for examination tests, but a habit 
ub! _—— by the National Food Reform Association, Danes | o4¢ mind which will be a lasting possession, an insight into 
nn House, 265, Strand, W.C. 2. methods which will enable them in turn to use their oppor- 
LIVINGSTONE COLLEGE, LEYTON.—This college. | tunities of practice for the advancement of medical science, 
which normally exists for the training of men who are, or | as well as for the immediate benefit of their patients. 
intend to be, foreign missionariesin an elementary knowledge 


of medicine and surgery, has been used since August, 1915, 
as a hospital for wounded soldiers. 


W. MESTREZAT.—Chlor-alum. 
Cu. REGAUD.—Artificial Serum under Pressure. 
MAURICE CAzIN and Mme. 8. KRONGOLD-VINAVER. 

Electivity of Antiseptics for Particular Organisms. 


Louris Bazy and FAURE-FREMIET. Wound Zones 
Accessible to Antiseptics. 


years more than 2000 patients have been received from the 
Bethnal Green Military Hospital to which Livingstone 
College isan auxiliary. It has now been decided, temporarily, 
to close the institation, and it is hoped that the ordinary 
work of the college will be resumed next October. In the 
meantime the Hospital Council are appealing for funds in 
order that they may be able to hand over their accounts to 
the college with no deficit. About £300 is required. 


In a little over three | Zhe Practice of Medicine. By Sir FrReprRtcK TAYLor, 


Bart., President of the Royal College of Physicians. 
Eleventh edition. London: J. and A. Churchill. 1918. 
Pp. 1091. 24s. 


Ir is a high and arduous task to supply the needs of the 


average medical student for a systematic text-book of internal 
medicine during a period of 28 years, but Sir Frederick 
Taylor has done it. The first edition of the ‘‘ Practice of 


Mec 
| befd 
bec 
nov 
ade 
It 
the 
of 
eye 
par 
aris 
illu 
it | 
illu 
wa 
to 
te? 
as 
t« 
al 
: | 
b 
s 
I 


LANCET, 


REVIEWS AND NOTICES OF BOOKS. 


[JAN. 4, 1919 93 


Medicine” appeared in 1890; the eleventh edition is now 
before us. During this period most one-man text-books have 
become systems with a number of contributors, and it is 
now recognised to be impossible for any one man to cover 
adequately and equally the whole ground of internal medicine. 
It may be that no other will attempt it. But in that case 
the fortunate student of the future will still have one cause 
of regret, for a one-volume one-author text-book gives a bird’s- 
eye view of a subject which is obtainable in no other way. 

Sir Frederick Taylor has added to the present edition short 
paragraphs on the new diseases, or new a-pects of diseases, 
arising during the war. <A certain number of new charts and 
illustrations also appear ; but their selection is arbitrary, and 
it is doubtful whether 85 blocks are of any real value in 
illustrating so enormous a field. The lecture diagram, the 
ward, and the clinical laboratory are the proper illustrations 
to a bock on the practice of medicine. 

A few verbal errors have, as is natural, crept into the 
text, but on the whole the book is a marvel of accuracy. 


Orthopedic Treatment of Gunshot Injuries. By LEO MAYER, 
A.M., M.D, Instructor in Orthopedic Surgery, New 
York Post-Graduate Medical School and Hospital. Lilus- 
trated. London and Philadelphia: W. B. Saunders 
Company. 1918. Pp. 250. $2.50. 


THIS book is largely the outcome of Dr. Mayer's experience 
as orthopedic surgeon to the Urban Red Cross Hospital and 
to the Oscar Helene Home for Crippled Children. But 
although he follows the methods of German orthopedic 
surgeons to a considerable extent, he pays a tribute to the 
work of Sir Robert Jones, and in various parts of the book 
shows evidence of a wide acquaintance with the work of 
British surgeons. While illustrations of Professor Sauer- 
bruch’s operative technique for utilising the muscles of the 
stump are given, no mention is made of the further develop- 
ments in this direction made by Signor Putti. 

The book deals with the treatment of war injuries before 
and after admission to the base hospital. Before admission 
the essential requirement is the proper fixation of the injured 
part; in the base hospital the problem is to determine the 
proper time to discontinue fixation and restore motion. In the 
first part Dr. Mayer discusses the best methods of fixation of 
limbs with fractures of the bones or injuries to joints, the 
diagnosis and immediate treatment of injuries to nerves, and 
the orthopedic treatment of injuries to muscles, tendons, 
and cutaneous tissues ; in the second part he deals with the 
subsequent treatment in the base hospital. Dr. Mayer 
emphasises the fact that gunshot injuries to bones do not 
heal so rapidly as fractures due to indirect violence ; after 
removal of the immobilising splint he advocates the use of 
an apparatus to protect the injured bone and to restrain the 
movement of adjacent joints. Macewen’s view that the 
periosteum acts only as a limiting membrane is not upheld 
by the author; his experiments support the conclusions of 
Ollier—viz., that the most important of the osteogenetic 
cells are those lying between the outer fibrous layer of the 
periosteum and the surface of the bone, the so-called 
cambium layer of the periosteum. In bone-grafting Dr. 
Mayer insists on the importance of postponing the operation 
till all signs of infection have been absent for four months. 
He refers to his investigations on the anatomy and physio- 
logy of tendons and points out the importance of the 
‘‘paratenon,” a name given to the loose areolar tissue 
containing an unusually large number of elastic fibres, 
which separates the tendon from the fascia outside the 
tendon sheath and extends downward into the sheath in the 
form of a tongue-like fold, the plica. On contraction of the 
muscle, the plica allows the tendon to glide freely and at 
the same time maintains the sheath wall intact. The 
author does not find that electrical tests assist in deciding 
as to the necessity of an operation on an injured nerve ; he 
places reliance on alterations in sensory symptoms or in the 
extent of paralysis and the probability of the nerve heing 
directly injured its anatomical course and the direction of 
the bullet being taken into consideration. Dr. Mayer 
insists on the value of workshop therapy and Jays especial 
emphasis on the necessity of the Military Orthopedic 
Hospital including a workshop for the manufacture of 
artificial limbs and appliances. This shop allows the 
hospital to make its own splints ; it affords opportunities for 
workshop therapy ; it enables every patient to learn how to 


mend his own artificial limb or appliance ; it teaches some 
of the men a weli-paid trade. 

Although the choice of words and phrases is not always 
happy, the subject-matter is excellent. The book is 
extraordinarily well illustrated ; the text below the figures 
affords complete explanations. 


Medical Ophthalmology. By ARNOLD Knapp, M.D. 
national system of Ophthalmic Practice, 
WALTER L. PYLE, A.M., M.D. London: 
1918. Pp. 509. 21s. 


THE aim of this book is to give the essentials of what is 
known of the relations of ophthalmology with every other 
branch of medicine and surgery. The must prominent place 
is naturally taken by diseases of the nervous system, since 
in them the presence or absence of optic neuritis may be 
essential to the diagnosis. Of almost equal importance is 
an eflicient ophthalmoscopic examination in late syphilis, 
albuminuria, and diabetes, and in many other conditions, 
especially circulatory. On all these subjects and on others, 
including ocular tuberculosis, poisons affecting the sight, 
and the relations of heredity to eye diseases, the volume 
before us, although from the nature of the subject it contains 
but comparatively few pronouncements which can be con- 
sidered final, will be found useful both by the general 
practitioner and by the ophthalmic surgeon. 

The author's endeavour is to give an impartial expression 
to varying views rather than to press his own conclusions on 
the reader. It must be confessed that such a book is lacking 
in the interest which belongs to one in which first-hand 
observation predominates, such, for instance, as Gowers’s 
‘* Medical Ophthalmoscopy.” On the other hand, it is more 
comprehensive and necessarily more up to date, though in 
this latter respect it will doubtless need revision if it is 
to become a permanently valuable text-book. The section, 
for instance, on ccular symptcms of head injuries is 
principally based on pre-war writings in the Graefe-Saemisch 
text-book, and ignores many important observations which 
have already been published by English and French surgeons 
within the last four years. We may suggest, too, that the 
addition of illustrations and ophthalmoscopic pictures to the 
text would greatly add to the quick comprehension of the 
bock. The illustrations already there are entirely confined 
to the preliminary chapter on the anatomy and physiology of 
the visual paths and ocular nerves. The subject of treatment 
is entirely outside the scope of the volume. 


Inter- 
edited by 
Heinemann. 


Medical and Surgical Reports of the Episcopal Hospital. 


Vol. IV. Philadelphia: W.J. Dorman. Pp. 326. — 

TEN short articles in this volume refer to ophthalmic 
subjects. The most valuable of them is a description of a 
case of implantation cyst of the anterior chamber by Dr. 
Goldberg, illustrated by two good drawings. Dr. F. Krauss 
contributes an article on bilateral choked disc following 
thyroidectomy of some speculative interest, and another on 
a method for the ligation of the ophthalmic vein for exoph- 
thalmos, with the report of acase. The clinical report of a 
case of mirror writing, by Dr. 8S. H. Brown, is also of interest 
as showing what can be effected by a painstaking teacher in 
counteracting this rare abnormality. 


The Ship Captain's Medical Guide. Edited by CHARLES 
BURLAND, M.D. Brux., F.R.G.S., Senior Medical Inspector 
to the Board of Trade. London and Edinburgh: His 
Majesty’s Stationery Office; Dublin: E. Ponsonby, Ltd. 
Pp. 172. 2s. net. 

THE ideal in which no ship would put to sea without 
having a competent surgeon on board can never be 
realised, and the need of such a manual as this will always 
be necessary. The various accidents and diseases that are 
likely to occur on board ship are explained as completely as 
possible, having regard to the fact that the practitioner will 
be a layman; if the instructions are intelligently carried 
out, much avoidable sickness and suffering among the crews 
will be obviated. Scales of medicine and lists of the 
medicinal stores issued by the Board of Trade are given, as 
well as invalid diets, while stress is laid on the importance 
of watchfulness in preventing disease. We note with satis- 
faction that careful attention has been paid to those diseases 
which, owing to the exigencies of war, may prove more than 
ordinarily troublesome—infectious diseases, plague, malarial 
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fevers, and venereal disease. Regarding this last matter 
attention is called to the importance of instructing the crew 
in the dangers of infection and the value of prophylaxis. 
Together with a kaowledge of first-aid (which all candidates 
for master’s and mate's certificates mus’ now possess), the 
book should prove useful to travellers in places where skilled 
medical advice is unobtainable. The last edition of the book 
was published in 1912, a new edition having been called for 
in consequence of a large number of copies having been 
destroyed with the ships that contained them. 


Transactions of the Sixth Internutional Dental Congress. 
Published by the Committee of Organisation, 19, Hanover- 
square, London, W. Pp. 753. 

THE Sixth International Dental Congress was held 
in London in August, 1914, but owing to the outbreak 
of war the work of the Congress was considerably 
curtailed. The transactions of the various meetings 
have been issued recently and form a useful contributi n 
to the science of dentistry. Although the maiority 
of the papers deal with purely technical subjects there 
are a few communications of interest to those not engaged 
in the practice of dentistry. The paper on the Teeth of the 
Australian and Tasmanian Aboriginals, by B. Nicholls, 
should be of great value to anthropologists, and the paper 
on the Evolution of the Human Dentition, by J. Humphreys, 
is a useful résumé of our present knowledge of this subject. 
In the section on oral surgery there are several papers well 
worthy of careful perusal; of these, the most interesting 
are those on Cysts of the Dental System, by L. Widman, 
of Stockholm; Regeneration of the Mandible after Caries 
and Necrosis, by H. M. Cryer (America) ; and Dental S-psis 
as a Predisposing Cause of Cancer. by F. St. J. Steadman. 


Reports and Analytical Accords 


FROM 


THE LANCET LABORATORY. 


ITALIAN ICHTHYOL—SYN. AMMONIUM SULPHO- 
ICHTHYOLATE. 
(Sociera INDUSTRIE CHIMICHE, NaPLks. AGENCY: PaUL BEHRENDS, 
ADRIA-RvaD, DiDsBURY, MaNCHESTER.) 

THE discovery of ichthyolitic shales in the mountainous 
regions of Giffoni Vallepiana, Silerno, has opened up a 
supply of Italian ichthyol which, according to our examina- 
tion, is not in any degree inferior to that produced in the 
Tyrol (Seefeld). The therapeutic impor ance of ichthyol 
probably depends upon the presence of *‘ sulphidic ” sulphur 
associated with an organic group Sulphuretted hydrogen 
itself has marked bactericidal properties. The sulphur in 
this Italian ichthyol, according to our analysis, is distributed 
as follows: As sulphonate, 1‘9 per cent. ; as sulphate, 2:0 
per cent. ; and as sulphidic sulphur, 4°5 per cent. ; giving a 
total amount of 8-4 per cent. of tne element. It is easily 
soluble in water, yielding a dark brown, practically clear 
fluid without deposit. The sulphur compound is possibly 
present in the colloidal form, which adds to its activity as 
a therapeutic agent, to quote some cases of its application 
in gynecological, urological, and dermatological practice. 
The ammonia set free by magnesia amounted to 4-60 per 
cent.. and the lo-s on prolonged heating at 100°C. was 
56°60 per cent. ; this includes a small proportion of volatile 
matter, the bulk of this loss being due to moisture. The 
manufacture of ich hyol consists in the distillation of the 
shale and the subsequent sulphonation of the resulting oil. 


INFLUENZA VACCINE (MIXED). 
(BuRROUGHS, WELLCOME, Co., Syow HILL B.C.) 


1 c.cm., as laid down by the Conference. The vaccine is con- 
tained in 1 c.cm. phials and 25 c.cm. rubber-capped bottles. 


ETHYL CHLORIDE FILMS. 
anp Co. (Leyronston«), Lrv., 120, HarRow-Roap, 
Leyrosstonk, London, E. 11.) 

The ready solubility of -o many useful medicaments in the 
easily volatile ethyl chloride has suggested an interesting 
method of employing these drugs for local application. The 
f.llowing are examples of ethyl chloride solutions which we 
have examined, but the list is an extensive one: Iodine 
(3 per cent.) menthol. silicylic acid, resorcin, phenetol et 
safrol, and iod -form. The liquid sprayed on the skin rapidly 
evaporates and leaves a pertectly uniform film of the active 
constituent which, unlike a loose powder. adheres firmly. 
The useful applications of this method will readily occur, but 
mention may be made of such examples as the employment 
of antiseptics, vesicants, or soothing agents to the skin, 
local analg-sics (menthol), parasiticides, and plastic pro- 
tectives. The merits of this ingenious and effective method 
may well claim attention. 


GENASPRIN. 
(Genatosan, Lrp., 12, srreet, Lonpon, W.C, 1.) 

The purity of acetyl-salicylic acid is of importance if its 
dissolution is required to be deferred until the drug reaches 
the alkaline intestinal juice. We found neither free salicylic 
nor acetic acid in this preparation. The tablet disintegrates 
satisfactorily in water, and gives absolutely no violet 
colouration with ferric chloride. On adding 0 2 per cent. 
hydrochloric acid, representing the acidity of the gastric 
juice, there is still no response to the iron test, slight 
hydrolysis only taking place after several hours. The claim 
is substantiated that this preparation is a particularly pure 
specimen of acety]-salicylic acid. 


‘**COFECTANT” LOZENGES. 
(Epwarp Cook anp Co., Lrp., Bow, Lonpon, BE.) 

The germicidal efficiency of ‘‘cofectant ’’ a non-toxic 
coal-tar derived phenoloid, was definitely established in our 
inquiry on disinfectants some years ago. It is well adapted 
to form the antiseptic basis of a lozenze coupled with 
some eucalyptus and peppermint. The lozenges are well 
designed and are free from any harsh effecs in the mouth, 
where, in tact, they are agreeably demulcent. Apart from 
their value in keeping the mouth clean in a real aseptic 
sense, and relieving irritable conditions of the throat, they 
serve also as an antifermentative, and they therefore prove 
useful in certain dyspeptic conditions. 


(1) FEROXAL; AND (2) VERONIDIA. 
(MopeE«N PHarMacalLs, 48, MORTIMER-STREET, CAVENDISH-SQUARE, 
Lonpos, W.1.) 

(1) We are not aware that protoxalate of iron has been 
prescribed in this country to any extent, though Mr. W. 
Martindale mentions it as being included in Sparixh and 
Hungarian pharmacopeias and as having been given in 
anemia and asa nerve tonic. Combined with the alkaline 
phosphate of sodium under the name of ‘ feroxal’’ it is 
reported, chiefly in French clinics and recently. to be of 
peculiar value in the anemia and chlorosis of pregnancy and 
in debilitated conditions generally. We found the composition 
of ‘*‘ feroxal”’ to be as stated. The dose is small. ax other- 
wise the toxicity of the oxalic group might give rise to 
apprehension. although the acid is present in many foods, 
notably cocoa, tea. spinach, and rhunarb. (2) Veronidia 
provides an agreeable way of administering a well-known 
hypnotic, under, of course, the direction of the physician. 
It is a syrupy preparation containing aromatic-, ylycerine 
and spirit as solvents, preservatives, and flavouring agents. 


this mixed vaccine is based on the directions which 
resulted from the Conference on Preventive Vaccination for 
Influenza held at the Wa: O'fice on Oct. 14th, 1918! 
cubic centimetre contains 60 millions & wmfluenze, 200 
millions pneumococci, and 80 millions streptococci, and 
includes. it is stated, more than 20 strains i-olated from 
cases occurring during the present epidemic. The ‘first 
dose”’ is represented in 0 5c.cm. and the ‘*second dose” in | 


Tae Lancer, Oct. 26th, 1918, p. 563. 


BRIGHTON HOSPITAL SUNDAY FUND.—The alloca- 
tion of the sum collected in the churches and chapels of 
Brighton, Hove, and Preston, on Hospital Sunday (Oct. 27th) 
has just been made. The total sum collected was £1220 12s. ld., 
and the highest grants made have been as follows:—Royal 
Sussex County Hospital, £528; Royal Alexandra Hospital for 


. Sick Children, £135; Brighton, Hove, and Preston Dis- 


qemeey. £132; Queen’s Nurses, £102 10s.; Hospital for 
omen, £98. Two circumstances told against the previous 


| year’s total of £1527 15s. 3d. being reached—the wet Sunday, 


and the fact that the day before was one of many “ flag” days. 
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THE LANCET. 


LONDON: SATURDAY, JANUARY 4, 1919. 


A New Year’s Wish. 


TH New Year opens with so much immediately 
ahead of the medical profession that no one can say 
what matters call most urgently for attention, or 
what particular developments will be the first to 
receive the public interest without which progress 
can be but hardly made. We have a new world and 
a new sort of Parliament to direct our energies for 
national and for international good, and in this 
challenging environment medicine takes a stand, 
ready to alter in the cause of truth, while strong to 
maintain the proven essentials of science. And this 
much is certain, the public will expect from medicine 
an amount of prevision and guidance which has 
never before been sought from us. That the 
good health of the people is the _ people’s 
greatest asset is now universally admitted, from 
which it follows that legislation with such an objec- 
tive will be warmly welcomed, and from which it 
should follow that medical advice will be sought 
and acted upon by Parliament to an increasing 
degree. Our professional voice in the new 
Parliament cannot be a loud one—this will be 
apparent from the result of the polls in which 
medical men were concerned, and which we 
publish elsewhere; but if what the medical 
Members say within the Senate is found to reflect 
a solid consensus of scientific opinion without, 
benefit to the nation of supreme value should 
follow. May the New Year bring, out of the many 
schemes to the same end,a real union of medical 
men, in which our national services may be properly 
recognised and fully utilised. 


Lessons of a Great Epidemic: the 
Pathology of Influenza. 


THE second wave of a great and—let us be frank 
about it—unexpected epidemic has passed over our 
heads and left us breathless, indeed, but seized of a 
firm resolution to get even with the greatest plague 
of modern times. On the clinical aspect of influenza 
fresh light is thrown by the important work done at 
Aldershot which we print at the front of this issue 
of THE LANCET. On this, as well as on the epidemio- 
logical aspect of influenza, we reserve comment 
until next week. For while the morbid chain may 
be broken at any of its links—epidemiological, 
etiological, pathological, or clinical—it is, at the 
moment, to pathology that the thoughts of many 
have turned with the greatest prospect of result. 
‘lo the October number of the Medical Supplement 
there was contributed an admirable review of 
the etiology and pathology of influenza. We 
can recall no more masterly review in our 
language of this or, indeed, any other “war 
disease’ during the last four years, so that dis- 
cussing the more recent developments it is fitting 


to take it as a basis. As a result of his study of 
the literature, European and American, the author 
(Dr. RAJKMANN) concludes: “The cold logic of the 
post-mortem room in the dispassionate home 
Surroundings does not leave, however, any doubt 
that B. Pfeiffer when present did not play any more 
important part than the ubiquitous diplo-strepto- 
coccus. The real virus, classified faute de mieux 
as ‘invisible,’ or a‘ filter-passer, so as to cloak our 
ignorance of its nature, remains to be discovered.” 
How far are these conclusions borne out by the 
later studies? As indicated by more than one of 
the articles which appear in this and last week's 
issues of THE LANCET, the diplo-streptococcus is still 
with us. But two, at first sight directly contradic. 
tory, series of observations deserve note. On the 
one hand, whereas the earlier literature of this 
epidemic laid stress upon the infrequency, or at 
least inconstancy, of the discovery of the influenza 
bacillus in the sputum, its rare recovery from the 
lungs in cases of influenzal pneumonia, its still 
rarer recovery from the blood, and this on the part 
of trained bacteriologists of the first class, to-day 
with astriking unanimity those who have succeeded 
in preparing sterile trypsinised blood media along 
the lines laid down by MATTHEWs,' or who, follow- 
ing LEVINTHAL, have employed heated blood 
media, announce that Pfeiffer’s bacillus is obtain- 
able in abundance from the sputum of practically 
every case of the disease. On the other hand, we 
have the series of observations which from various 
sources, confirming one another, appear to establish 
a “ filter-passer”’ as the primary agent and essential 
cause. This series was begun by SELTER,” who 
sprayed his own throat and that of his assistant 
with a saline filtrate of throat swabbings and 
throat washings of several patients. Each 
developed a typical though mild attack of influenza. 
Next, NICOLLE and LEBAILLY,' in Algeria, making a 
similar saline filtrate through a Chamberland 
(porcelain) L. bougie, conveyed the disease to 
monkeys by intranasal and conjunctival intro- 
duction of the filtrate, intravenous injection pro- 
ducing no results. Subcutaneous injection of the 
filtrate into two volunteer subjects induced the 
typical disease. At the meeting of the Académie 
des Sciences a week later, DUJARRIC DE LA RIVIERE” 
reported that the filtered mixed defibrinated blood 
of four patients inoculated subcutaneously induced 
in himself a well-marked attack of the disease. 
More recently BOWMAN, and CoNNoR,"' 
working under the Adviser in Pathology of the 
British Forces in France, Colonel Cummins, A.M.S., 
at an Army laboratory in France, with the aid of the 
Medical Research Committee, confirmed the observa- 
tions of NICOLLE and LEBAILLY as regards the effects 
of intranasal and conjunctival injections upon 
monkeys, and call special attention to the develop- 
ment of pulmonary hemorrhages and hxmorrhagic 


1 THE Lancet, 1918, ii., 104. 

2 Ztschr. f. Hygiene, 1918, lxxxvi., 1; and Berl. klin. Wochenselir., 
1918, lv., 712. 

3 Deuteche med. Wehnschr., 1918, xliv., 932. It deserves note that in 
1917 Major G. B. Foster, junior, of the U.S. Army, had brought forward 
evidence that a ‘ filter-passer” is the active agent in the production 
and spread of common “** colds ” (Jl. of Infectious D es, 1917, xxi., 451). 


4 Ctes. Rend. Acad. des Sciences, Oct. 14th, 1918, 617, and Presse 
6 Brit. Med. Jour., 1918, ii., 645. 


Méd., Oct. 17th, 1918. 
5 Ibid., Oct. 21st, 1918. 
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exudates into the alveoli of the inoculated animals. 
The affected animals afforded no cultures of the 
influenza bacillus. 

How are these apparently opposing sets of facts 
to be harmonised? To this all pathologists who 
have studied the lesions of fatal cases are agreed— 
namely, that, in Dr. RAJKMANN’S words, “The 
essence of the whole pathological picture consists 
in the abundance of hemorrhages seen 
in the mucous and serous membranes ...... and in 
the lungs. The whole process seems to be primarily 
a bacterizemia localised in particular in the pul- 
monary blood-vessels. Hemorrhages in the lungs 
pave the way for secondary infections.’ Now 
characteristically the influenza bacillus is absent 
from the blood in the early stages of the disease. 
It cannot, therefore, be the cause of the outstanding 
vascular lesions. Accepting the influenza bacillus 
as constantly associated with the disease—at least 
in this later phase of the epidemic—we are met 
thus with the alternative, either that we deal with 
one organism which presents itself in two phases, 
a minute filterable form which becomes hemal and 
a bacillary form mainly developed in the air- 
passages, or we deal with a symbiosis, and are to 
regard the filterable form as gaining entrance 
through the air passages, and by its presence 
favouring the coincident growth of Pfeiffer’s 
bacillus, and this in such a way that the two 
viruses are conveyed together from individual to 
individual. Such symbiotic growth of the filter- 
able virus and the diplo-streptococcus was first 
suggested by SELTER, and, remembering the so 
frequently recorded presence of a “ diplo- 
streptococcus” there presents itself a third possi- 
bility—namely, that minute forms of this small 
organism constitute the filter-passer, and that we 
deal pre-eminently with a symbiosis of a_ two- 
phased streptococcus and the influenza bacillus. 
In favour of this view is the fact that streptococci 
as a group are hemal organisms, with a tendency 
to multiply and form bacterial emboli in capillaries, 
and that LITTLE, employing the diplo-streptococcus 
isolated by him from a large proportion of fatal 
cases ‘(a form identical with or closely allied to the 
Diplococcus epidemicus, which BERNHARDT “ regards 
as the essential cause of the disease). has been able 
to set up in rabbits a fatal condition in which early 
pulmonary hemorrhagic lesions are the charac- 
teristic feature. 

It is along these lines, it would seem, that the 
problem is to be solved. Will the “ filter-passer ” 
remain invisible, or, when grown under suitable 
conditions, will it develop into a visible streptococcal 
ora bacillary form? If it will not, then the symbiotic 
theory will have to be accepted,or the closely allied 
view, which has gained much support from French 
workers, of composite and successive infection. 
Here one organism, the filter-passer, preparing 
the ground for another, the influenza bacillus, which 
for a time flourishes and has the upper hand, and 
in its turn prepares the way for, and is replaced by. 
a member of the streptococcus group, or by the 


7 See Little, Garofalo, and Williams, THe Lancet, 19]8, ii., 34; and 
8 Med, Klin., 1918, xiv., 683. 


Little, 1918, 11., 707. 


pneumococcus, just as in the maturation of a dung. 
heap we find a succession of forms replacing each 
other until the cellulose of the straw and the 
proteids of the excreta are broken down stage by 
stage into their elementary constituents. Of these 
two views the symbiosis hypothesis, with coincident 
conveyance from throat to throat of two or more 
species of micro-organisms, app2als to us, we 
confess, as meeting more closely the observed 
facts of the epidemic. 


A Fellowship of Medicine. 


AT the beginning of last month Sir ARBUTHNo?T 
LANE presided over a meeting held at the house 
of the Royal Society of Medicine to consider the 
desirability of forming an association for coépera- 
tion in medicine among the English-speaking 
countries. It was understood that the national 
limitations thus indicated would not be insisted 
upon, though for the time being the promotion of 
mutual understanding between the medical pro- 
fession in the United States and the British Empire 
was the main objective of the movement. The 
meeting at the Royal Society of Medicine grew out 
of an earlier and informal gathering held at the 
invitation of Lord Eustace PeErcy, at which it 
was urged that the opportunity presented by the 
coming together of medical men from America 
and all parts of the British Dominions should 
be utilised to organise some permanent form of 
organisation. At that meeting the obvious argu. 
ments for the advancement of some plan mutually 
beneficial to the medical profession of both nations 
were ably stated by the host and convener, and 
by others present, and as a result Sir STCLair 
THOMSON and Mr. J. Y. W. MACALISTER were 
asked to act as honorary secretaries and requested 
to formulate a scheme. These two well-chosen 
representatives of science and organisation having 
consented to do their best, at the meeting at the 
house of the Royal Society of Medicine a short 
report was submitted by them on Dec. 4th, and 
from this report it appears that the Royal Society 
of Medicine has generously agreed to let the new 
organisation have office room in the house of the 
Society, so that 1, Wimpole-street, may now be 
regarded as the official headquarters of the 
movement. 

The Royal Society of Medicine has now issued 
a cordial invitation to the medical men of the 
Dominions and America, as well as to the medical 
men of all the Allies, to use the buildings of the 
Society as the home of a Fellowship of Medicine, 
which henceforth has a local habitation with a 
tentative name—“ The Inter-Allied Fellowship of 
Medicine.” Further support of the movement 
has been reported on the part of the Director- 
General of the Army Medical Service, Surgeon- 
General GooDWIN, who has arranged that in all the 
commands the medical officers from overseas 
should be cordially invited to attend clinics, 
lectures, and demonstrations, and be given every 
facility for imparting as well as obtaining informa- 
tion. As regards London, the principal hospitals 
have been invited to extend the teaching of their 
institutions to overseas medical officers, and a 
general invitation has been accordingly given to our 
medical colleagues to come to the hospitals at 
stated hours and to attend lectures or operations. 
We wish we could add that the London hospitals 
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were with one accord ready to welcome American 
medical men, medical men from the Dominions, 
and representatives of our science from among all 
our Allies to a properly arranged course of post- 
graduate instruction. As yet no such organisation 
exists, and the pity of this is now terribly apparent. 
Here, in London, we have unexampled opportunities. 
Our pathological material is unrivalled. The local 
centre of the medicine of six millions of people, 
London is the metropolis of an empire beneath 
whose sway—no statement to be proud of—every 
disease in nosological nomenclature occurs daily, 
and the meeting place of the doctors of civilisation, 
and of the tropical disorders of the world. No 
centre offers such clinical opportunities to the 
post-graduate student, and no city has taken less 
trouble to display its wealth for the benefit of 
those, who, by obtaining a share of it, might 
disseminate what they thus obtained to the incal- 
culable advantage of the world. The Fellowship 
of Medicine was founded because the congregation, 
in circumstances of war, of medical men from all 
parts of the United States and of our Dominions 
called for some practical outcome of the reunion. 
The most practical issue conceivable would be that 
those who joined the Fellowship would find them- 
selves post-graduate students of the Metropolitan 
Medical Schools, and we trust that this is what 
may occur. This is said with no ignorance of the 
severe task of organisation that lies before those 
who would put any scheme of the sort into being. 
There is a great deal of spade work to be done 
before the London hospitals can provide some sym- 
metrical yet flexible post-graduate scheme from 
which we and our Allies could derive real profit. 
But before the war Berlin and Vienna could give 
solid reasons why post-graduate students from 
other countries should resort to their clinics. 
Berlin and Vienna will issue no invitations in the 
immediate future, and if they did the invitations 
would be declined. The opportunity of New York 
and London is unparalleled: speaking only for 
London, why should it not be taken? Dr. HALE 
WHITE, on another page, asks the same question in 
pertinent manner. 

To return to the doings of the Fellowship, the 
report, presented by Mr. MACALISTER, was supported 
by Sir STCLAIR THOMSON, who, in recommending 
its adoption, urged the desirability of establishing 
individual codperation. He said that if volunteers 
would offer to take personally conducted parties 
to visit institutions a permanent entente would be 
created. This is true, but a series of disconnected 
and desultory visits to London hospitals will count 
for nothing that is permanent in pathology, how- 
ever deep the memory of the casual hospitality 
may be. At the end of the meeting at the Royal 
Society of Medicine a general committee was 
nominated, Sir ARBUTHNOT LANE being appointed 
honorary treasurer and Sir STCLAIR THOMSON, Mr. 
DouGLAsS HARMER, and Mr. J. Y. W. MACALISTER 
honorary secretaries. To the officers of the new 
movement we would point out earnestly that one 
objective of the Fellowship is clear. It is the insti- 
tution of a real post-graduate medical school in 
London, but the preparatory labour will not be 
light. Moreover, it will have to be undertaken 
with full knowledge of existing designs in the 
same direction. It will be necessary that the 
Fellowship should come into rapport with Sir 
WILLIAM OSLER and others, so that previous 
thought and accomplishment may not be wasted, 
and overlapping may be avoided. 


Annotations. 


“Ne quid nimis.” 


A SURVEY OF CRIPPLES.' 


BEFORE the participation of the United States of 
America in the war a survey of all the cripples of 
Cleveland, Ohio, was made (1915-16) under the 
auspices of the Welfare Federation of Cleveland. 
The cripples were located by house-to-house can- 
vassing ; to make the objects of the survey known, 
and to ensure a satisfactory reception of the 
canvassers the public were informed of the move- 
ment through the medium of the daily papers. A 
section of the public were too helpful; many of the 
poorer families went to great trouble to produce 
somebody who would pass for acripple. The can- 
vasser was followed very closely by the investigator 
who filled up the carefully drawn-up schedules. The 
whole of the expenses in connexion with the survey 
amounted to approximately £2400. As the result 
4186 cripples were enumerated, a ratio of 6 per 1000 
inhabitants. Of this number 2638 were males and 
1548 were females, the preponderance of males being 
caused by accidents, especially occupational acci- 
dents. Seven per cent. of the disabilities were due 
to congenital causes, 43 per cent. to accidents—one 
quarter of which, at least, occurred during occupa- 
tion—and 47 per cent. to disease, 3 per cent. being 
unclassified. As regards age distribution 22 per 
cent. were children under 15 years of age, 61 per 
cent. of working age (15-60 years), and 17 per cent. 
over working age. Each of these groups present 
different problems. 

Of the children of school age, 246 out of the 
total 771 were not at school, although special 
classes for cripples were available. The combined 
needs of these children for education and care can 
only be met, the writers consider. by a hospital 
school. The solitary life of the crippled child at 
home does not afford the opportunity for the healthy 
competition upon a footing of equality which the 
cripple must have to gain the self-assurance and 
the self-reliance required to care for himself and 
manage his own affairs. The Massachusetts Hos- 
pital School is held up as a model. At this institu- 
tion over 300 temporarily and permanently crippled 
children are cared for; the authorities pride them- 
selves on the number of children restored to 
the ordinary public elementary school with 
their education as advanced as the sound children 
of their own age. An outstanding feature of 
the institution is vocational training by the 
apprenticeship system. In addition to the routine 
training by vocational instructors who devote the 
whole of their time to teaching, children who 
manifest an interest in a particular trade or 
occupation are attached to the institution as 
apprentices. One of the most gratifying results of 
the survey was its disclosure of the large propor- 
tion of cripples who were at work in some gainful 
occupation. No less than 1743 (59 per cent.) were 
earning a living; more than half of these were 
supporting a family or relations. A discount, how- 
ever, should be made for those cripples not seriously 
handicapped for normal occupation. 

Of the cripples of working age, an estimate of 
working capacity was made by the directors of 
the survey; they considered that 29 per cent. were 


1 Education and Occupation of Cripples: A survey, repor' ed by Lucy 


Wright and Amy Hamburger, in Cleveland, Obio. Pubication of the 
Red Cross Institute for Crippled and Disabled Men, Series II., Number 3. 
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not seriously handicapped for normal occupation, 
45 per cent. were capable of working at selected 
trades and processes, while 26 per cent. were too 
disabled to be able to work alongside normal 
persons. An analysis of the physical disability in 
relation to employment showed three groups with 
a large proportion of unemployed; these were com- 
bined defects of arm and leg, combined defects of 
limb and body, and defects of both feet or legs; 
many of these cripples used crutches or wheel- 
chairs, which hindered their finding employment. 
The unemployed included a small group—either 
invalids or aged—eager for occupation who could 
carry on home industries and make some contribu- 
tion to their own support it they could be taught in 
their homes. An attempt was made to analyse the 
reasons for unemploymentin the case of 859 cripples. 
Of these, 22 per cent. were in need of placement at 
selected trades or processes, 15 per cent. in need of 
special training or special conditions of work, and 
5 per cent. in need of home employment. These are 
minimal estimates; further information would 
place in one of these three groups some of the 
58 per cent. which, for various reasons, could not 
be classified; this number includes those who were 
not helpable, and the inevitable accumulation of 
those whom it was too late to help with any sub- 
stantial hope of economic success. In addition to 
those unemployed, a number were found who 
were only partially employed or fit for better 
employment. 

The directors of the survey recommend the 
establishment of a central bureau in Cleveland to 
represent all the forces touching the lives of 
cripples most closely—medical, educational. and in- 
dustrial—and to promote the welfare of all cripples 
by devising means for providing the latest methods 
of surgical treatment, industrial training, and 
placement. Such a bureau would assist any 
effort in the way of research, educational cam- 
paigns, or legislation to prevent crippling. 
The report serves as a timely reminder that peace 
produces cripples no less than war. During recon- 
struction it is to be hoped that the efforts that were 
being made, notably by Belgium, to provide for the 
cripples of industry, but which were interrupted 
by the war, will be renewed with greater force, and 
that the lessons we have learnt from the treatment 
of the injured in war may be applied in their 
entirety to those injured in the battle of life. 


THE HOUSING PROBLEM. 


MEMBERS of the new House of Commons, when 
they take their seats, will have fresh in their 
memories numerous and pointed questions asked 
by their constituents as to their intention to 
support and press forward legislation for the better 
housing of the working classes, and the election will 
have made it clear to them that the working classes 
themselves are very keenly alive to the importance 
of this branch of social reform. In the metropolis 
the problems presented are perhaps more difficult 
of solution than elsewhere owing to the largeness 
of the areas covered by insanitary dwellings, but 
there exists everywhere the difficulty of providing 
homes for the inhabitants of such dwellings during 
the period of demolition and reconstruction, and 
apparently the policy likely to be adopted by some of 
the London boroughs is one of building outside their 
own areas for the benefit of their poorer inhabit- 
ants. This will, of course, necessitate increased 
provision of rail and tramway accommodation. 


A recent inquest held by Dr. F. J. Waldo in the 
borough of Southwark illustrated the shortcomings 
of the existing system under which it is possible 
for slum areas to drag out their existence as such 
long after their shortcomings have been officially 
recognised and condemned. A chimney-sweep, 
52 years of age, was proved to have died from 
natural causes, chronic bronchitis accelerated by 
self-neglect, in a single room, 9 feet by 6 feet in 
size, which he inhabited in a house in Tabard- 
street. Another chimney-sweep who had lived in 
the house for 53 years had allowed the deceased to 
occupy his room rent free, being himself the 
tenant of the county council at 8s.6/.a week. The 
house had long ago been condemned, but apparently, 
had been patched up pending its rebuilding, and 
these persons had been allowed to continue to 
inhabit it. The coroner, in addressing the jury, 
referred to the Tabard-street area as one to 
which he had frequently called attention—in 
this we can certainly bear him out—as having 
been for many years a source of danger to 
the public, and the jury in returning a verdict 
in accordance with the medical evidence, ex 
pressed their surprise at the continued use of 
houses after their condemnation as unfit to be 
inhabited. The war has no doubt put a stop during 
the past four years to building operations, but 
the conditions obtaining in Tabard-street were 
recognised and acknowledged by the local autho- 
rities responsible many years before August, 1914, 
and it certainly seems difficult to say what may be 
the importance of “condemnation” if it leads to 
no substantial improvement of the conditions 
which call for it. The houses of Tabard-street. 
however, do not stand alone in their unfitness to 
be the homes of working men and women in a 
great and wealthy city, and the delay in re- 
constructing them is not unprecedented or without 
parallel. The difficulty of dealing with the whole 
matter of re-housing is now complicated by the 
cessation of building operations due to the war, 
but the hopeful feature of the situation is to be 
found in the apparently general recognition of it 
to which we have referred. There should be no 
unemployment in the building trade or in those 
trades which provide building materials for many 
years to come. 


MIGRATION OF A ROUND WORM INTO THE EAR. 


THE entrance of a round worm into the ear from 
the alimentary canal is a recognised phenomenon, 
but so rare that the details of any case are of con- 
siderable interest. In the Revue de Laryngologic, 
d’Otologie et de Rhinologie Dr. H. Coussieu has 
reported the following case. A girl, aged 4 years, 
was brought to him for pain in the right ear which 
began suddenly eight hours previously. In spite 
of popular topical remedies she never ceased 
to cry, and the pain seemed to be paroxysmal. Dr. 
Coussieu suspected otitis media, but was surprised 
by the results of the local examination. The tym. 
panic membrane was certainly red and bulging, but 
the latter condition was limited to the posterior 
half, and there was no pain in the position of the 
mastoid and no fever. Examination of the nose 
and pharynx was negative. Instillations of hot 
carbolised glycerine and hot compresses were pre- 
scribed, with instructions to bring the child on the 
following day if these means did not give relief. 
Twenty-four hours later the child was brought 
again. She had suffered much since the previous 
day. The membrane was redder and more bulging. 
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Under local anesthesia paracentesis was performed, 
and Dr. Coussieu was surprised not to obtain pus. 
Hoping the pain would subside after the paracentesis, 
he left the child in charge of a colleague who was 
summoned on the following day. The pains became 
worse and worse, and during the night an attack 
of syncope, crises of nystagmus, and general con- 
vulsions occurred. The meatus was blocked by a 
vermicular body, like that produced by pressure on 
a tube of pomade. The practitioner seized the hody 
with a forceps and brought away a living male 
ascaris, 15 cm. long. The child went to sleep and 
slept for the greater part of the day. The tympanic 
incision quickly healed, and recovery was complete. 
No history could be obtained of the passing of 
worms. Dr. Coussieu thinks that the pain began 
when the worm entered the Eustachian tube. On 
the first examination, eight hours later, it had 
entered the tympanum and produced bulging of the 
membrane. It finally escaped by the incision. 


MOTORING-—PRESENT AND FUTURE. 


THE release of petrol, which is to take place on 
Jan. 10th. should ensure to the medical motorist 
that sufficiency to carry on his arduous duties which 
has been denied to him for some months past. Many 
have had to give up their cars altogether, and most 
of the remainder have been harassed by the tiny 
quantity doled out to them. Add to the deficiency 
of the supply its execrable quality, and the medical 
motorist may well look forward to better times in 
more directions than one. Not the least pressing 
consideration at the moment is the problem as to 
what cars are likely to be on the market in the 
near future, and how far and how soon they 
will offer advantages over pre-war designs. 
Post-war cars will consist, first, of those produced 
directly the makers are able to supply anything to 
the public, and of these there is little to say. But 
cars produced later as the result of experience 
gained with motor-car and aero engines during the 
war will embody many new features and possibly 
startling novelties; but—only in the future. The 
first cars to be placed upon the market will not 
differ very much in appearance or design from 
their predecessors—except, perhaps, in price. War 
conditions will have taught the manufacturers 
to improve the springing and strength of the 
axles. The present low quality of petrol, which 
tends to engine fouling and difficult starting, 
suggests that combustion heads will be detachable 
and machined, so as to permit of more easy clean- 
ing and less likelihood of carbon deposit. Some 
device, too, will be fitted to assist the vaporisation of 
the heavier fractions of the imperfect fuels. Ignition 
on the cheaper cars may be by coil and accumu- 
lators charged by a generator, but the satisfactory 
high-tension magneto will continue on most cars. 
Lubrication will probably be automatic, and 
mechanical starters and electric lighting will form 
part of the standard equipment. Makers may have 
embodied many new features in prepared designs, 
but they have mostly been engaged on munition 
work and cannot have given such designs practical 
tests. Before doing so they are not likely to make 
use of them for the public, at the possible risk of 
damaging the reputation of their products. 

Three points are just now exercising the minds 
of many motoring doctors—viz., whether to con- 
tinue with their present cars, having them over- 
hauled if needful, or to dispose of them and try to 
buy a second-hand War Office car, or to order a 
new car. The condition of the present car should 


certainly influence the decision. The pre-war car 
must by now have revealed its good and bad points, 
and often the ills we know of are better than those 
we know not of! Many of the 1913 and 1914 cars 
are excellent, and, if desired, can be brought up to 
date. Shock absorbers or spring gaiters will ensure 
smooth running, even on our present rough roads. 
An extra air-inlet on the intake pipe will permit 
the use of benzol, while a compromise for a 
mechanical starter may be found by priming 
the engine with a mixture of equal parts of petrol 
and ether, which will help to do away with the 
morning starting exercise. As to the second-hand 
war cars. it is said that the Government have some 
100,000 to dispose of. It has been suggested that 
it would be a good idea if the respective makers 
repaired them prior to their disposal, or even took 
them over and sold them on behalf of the authorities 
after putting them into thorough running order. If 
this be done it will not be so great a lottery, though 
even then some blanks may be drawn. Paint and 
varnish may camouflage a badly worn engine. 

A certain number of makers have already a 1919 
programme, but few can give actual dates of 
delivery. Some, though they are willing to put 
names on the waiting list, cannot yet state the price. 
For six months after peace is declared war wages 
will have to be paid, and materials are at present 
rationed and high in price. The car-buyer must 
expect to pay this increase in cost of production. 
In the meanwhile improvements will be experi- 
mented with, and ultimately, when materials and 
wages reach the normal, though it may never be 
a pre-war level, then with standardisation a fairly 
cheap and reliable automobile will be obtainable. 
It is doubtful, however, whether this position will 
be reached before 1920. After production really 
starts there should be a tendency with each month 
for prices to drop. 


“ROYAL”’ ARMY VETERINARY CORPS. 


His Majesty's approval of the prefix “ Royal”’ to 
the title of the Army Veterinary Corps marks a 
distinct advance in the status of the military side 
of the veterinary profession; and, inasmuch as by 
far the greater bulk of the A.V.C. is at present com- 
posed of civilian practitioners with temporary com- 
missions, it is an acknowledgment of the present 
position of British veterinary science in general. 
All professions have been afforded an opportunity 
by the war to prove their worth, and the 
veterinary profession has responded manfully. 
Quite recently Major-General Sir Frederick Smith 
made public some of the work which has 
been done by the British A.V.C., and it is 
gratifying to learn from other sources that 
the French and American Veterinary Corps 
have acquired much from British methods. The 
organisation of the corps has been perfected under 
war conditions, and hospitals have been erected 
and equipped at the various fronts in a manner that 
has called forth unstinted praise. It is announced 
that in regard to the animals treated at the 
various surgical and special hospitals and at the 
convalescent depéts on the Western front, recent 
figures show that 72 per cent. have been evacuated 
to the Remount Department for re-issue to the 
front. The percentage of discharged animals has 
been higher than this, but after four years of war the 
age of the animals has had its effect on the number 
of patients judged fit for further active service. 
As in all previous campaigns, contagious diseases 
have accounted for a large proportion of admissions 
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to hospital; these, however, have been so success- 
fully dealt with that contagious diseases of all 
kinds were responsible for less loss at the time of 


signing of the armistice than at any other period 
of the war. 


ACIDOSIS AND ITS SIGNIFICANCE. 


THE seventh report of the “ Special luvestigation 
Committee on Surgical Shock and Allied Condi- 
tions,” which was appointed by the Medical Research 
Committee in August, 1917, deals with the con- 
troversial question of “ acidosis.’”’ The name itself 
is a somewhat unfortunate one for the state which 
it is used to designate—namely, that in which the 
norinal reserve of potential alkali, practically sodium 
bicarbonate, in the blood has become reduced below 
about 70 per cent. of its proper value. [t suggests 
that the reaction of the blood has been changed 
towards the acid side. This is very rarely the case. 
We have but to remember that, putting the matter 
somewhat crudely, blood is made alkaline by the 
sodium bicarbonate, acid by the dissolved carbon 
dioxide; so that, if the former goes down, it 
is only necessary to reduce the latter in pro- 
portion in order to maintain the hydrogen-ion con- 
centration at its normal value. The removal of 
carbon dioxide is effected, as is well known, by 
increased activity of the respiratory centre. Since 
it is actual increase of hydrogen-ion concentration 
that is responsible for the physiological effects of 
acidity, as shown in Section VI. of the report, it is 
difficult to see how, apart from this, a reduction in 
the concentration of sodium bicarbonate should 
have such serious results as are attributed to the 
state of acidosis. But it has been found that not 
only in wound-shock, but after anesthesia and in 
diabetes, the alkaline reserve is reduced, and 
certain observers have held the state of wound- 
shock to be essentially due to this factor. It is 
obvious that an important question of treatment is 
involved. If the decrease in bicarbonate is the 
actual cause of the state, no further treatment 
should be required than the administration of 
alkali. It was therefore necessary to subject the 
question to a thorough experimental and critical 
examination. The results of this are given in the 
report before us. The original report must be 
consulted for the methods used and details of the 
experiments. We must be content here with a 
summary of the conclusions arrived at. 

The first point tested was whether the reduction 
of the alkaline reserve in normal animals has any 
serious consequences. Although this was reduced 
by the injection of acid to a lower level than that 
of the most severe cases of diabetic coma reported, 
the cats and rabbits used showed no abnormal 
symptoms, except some slight dyspnoea on exertion. 
Tbis conclusion is the more convincing because 
some members of the committee had at one time 
obtained shock-like symptoms by the injection 
of acid, but they were ultimately completely 
convinced that their results were not due 
to acidosis. The next question discussed is, 
“Does acidosis favour the production of 
shock by other agencies, such as hw#morrhage, 
histamine, peptone, adrenalin, vaso-motor para- 
lysis?” No evidence was found that there is any 
such effect, except perhaps that acid may exaggerate 
the depressant action of some anesthetics. I[f, then, 
we are led to the conclusion that acidosis does not 
produce shock, either directly or indirectly, it is 
necessary to account for the fall of bicarbonate 
reserve observed in shock. Evidence is given in 


the report that this is the result of defective supply 
of oxygen to the tissues, brought about by the 
slowed circulation. Details are given of experi 
ments in which a _ low blood pressure was 
produced in different ways, with the result 
of acidosis of varying degrees of severity. The 
experiments of Wright and Colebrook, pub. 
lished in these pages,’ confirm this conclusion. 
The next section is a valuable account of the 
factors controlling the reaction of the blood, show- 
ing the distinction that is to be made between a 
reduction of bicarbonate reserve and a real increase 
in acidity; while the final section describes briefly 
the methods in use for the actual determination of 
either of these properties. From the practical 
point of view emphasis is laid on the cardinal 
importance of maintaining an adequate oxygen 
supply to the tissues. Since an increase in the 
acidity of the blood stimulates the respiratory 
centre to increased ventilation of the lungs, the 
production of acid in the tissues tends to correct 
itself in this way, so that the introduction of alkali 
may even be injurious. But a significant conclusion 
drawn from experimental evidence is that “ oxidation 
in the tissues is far more easily rendered inadequate 
by defective circulation through the capillaries than 
by a reduction either of the oxygen-carrying power 
of the blood or of oxygen-tension in the inspired 
air.’ As much as 75 per cent. of the total blood 
volume can be removed from the circulation with- 
out harm, provided that it is replaced by gum- 
saline solution. The value of measurements of the 
bicarbonate reserve is that they indicate deficient 
circulation and the need for increasing the volume 
of the blood. A good supply of oxygen by the blood 
to the tissues is obviously of importance in 
restricting the spread of infection by anaerobic 
organisms. The question of gas gangrene is 
discussed in a special section, and experiments are 
given which show that the failure of the circulation 
cannot be attributed to the production of acid. 


MR. HENRY SANDFORD. 


On Christmas Eve, at his house, Bladen, Bromley, 
Mr. Henry Sandford, the solicitor to this journal, 
died in the 86th year of his age. Nearly ninety 
years ago Thomas Wakley, the Founder of 
THE LANCET, in one of the worst of his many 
legal embroilments, turned to the firm, of which 
Mr. Henry Sandford was the senior representative 
at his death, for help and advice. The firm then 
included one of Wakley’s cousins, and from that 
time the same firm, now under the style of Potter, 
Sandford, and Kilvington, has advised the pro- 
prietors and editor of THE LANCET to our great 
benefit. 


ALOIS EPSTEIN. 


Professor A. Epstein, whose recent death in his 
seventieth year has escaped general notice, was not 
only director of the principal children's clinic in 
Bohemia but had at his disposal the whole of the 
Prague Foundling Institute for teaching purposes. 
This combination accounts for the fact that his 
clinical teaching was so fruitful in result at home 
and so widely accepted over the world. Epstein’s 
life was, in fact, devoted to the physiology and 
pathology of the new-born child, and the immediate 
result of his medical direction of the foundling 
institution was a drop in mortality from almost 
incredible figures to 5 per cent., where it has since 
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remained. Excellency Czerny, who writes of the 
great loss to German pediatrics from Epstein’sdeath, 
fears that his clinic at Prague will be lost asaGerman 
teaching institution. That may well be, but the work 
which he initiated in Bohemia is, nevertheless, likely 
to outlive him. Epstein was himself a Bohemian, 
born at Neuhaus, and graduating M.D. of Prague 
University. Later he became a corresponding 


1. Bohn’s palatine nodules. 2. Rednarts pterygoid ulcers. 
3. Epstein’s pseudo-diphtheria. 


member of medical academies in many lands. The 
pseudo-diphtheria of the new-born specially asso- 
ciated with his name he showed to be the end-stage 
of the palatine nodules described by Heinrich Bohn 
and the pterygoid ulcers of Alois Bednat, and all 
of them due to the mechanical cleansing of the mouth 
practised by the ignorant midwife or mother. The 
comparative series of three illustrations of this in- 
teresting infection is taken from Dr. A.R. von Reuss’s 
“Diseases of the New-born.”’ Stomach lavage in 
the suckling and sepsis occurring within the first 


few days of life were other subjects which Epstein 
made peculiarly his own. In a single year among 
702 children at the Prague Foundling Institute he 
had 61 cases of septic gastric hemorrhage. He 
was also an authority on the manifestations of 
tuberculosis at an early age. 


Dr. I. D. Chepmell, who died on Christmas Eve 
at his house in Worthing at the advanced age of 90, 
practised for many years in London and in Paris. 
He ascribed his long maintenance of robust health 
to the practice of fencing, of which he was a keen 
exponent. One of his most distinguished and ever 
grateful patients was Robert Louis Stevenson. While 
he was in Paris he acted as Paris correspondent to 
THE LANCET. 


A FIRST instalment of the usual New Year 
Honours contains the names of three medical men 
upon whom knighthoods have been conferred. 
These are Dr. William Leslie Mackenzie, medical 
officer to the Scottish Local Government Board ; 
Dr. George Dancer Thane, professor of anatomy at 
University College, London, and principal inspector 
to the Home Office under the Cruelty to Animals 
Act, and Lieutenant-Colonel John Hewart, Member 
of the House of Assembly of the Union of 
South Africa and Assistant Director of Medical 
Services of the Union. Sir George Anderson 
Critchett has been promoted to knighthood in the 
Victorian Order, and the services of Dr. Robert 
Bruce Low, late assistant medical officer to the 
Local Government Board, are recognised by a 
Companionship of the Bath. To these and others 
whose names are recorded elsewhere in this issue 
we offer in the name of the medica) profession 
hearty congratulation. 


ON THE TEACHING OF MEDICINE. 
By W. HALE WHITE, M.D. Lonp. & Dup., 


COLONEL, R.A.M.C. (T.); CONSULTING PHYSICIAN TO GUY'S HOSPITAL, 


RECONSTRUCTION is in the air and it is much to be hoped 
that ere long the teaching of medicine will be reconstructed 
and improved. Noone should take part in rebuilding the 
means by which those who study medicine are taught unless he 
has studied ‘* Some Notes on Medical Education in England” 
by Sir George Newman, K.C.B_ Every reader will feel, 
when he has finished this admirable pamphlet, that medicine 


, demands such wide knowledge, such high traini:g in clear 


thinking, such experience in the art of observation, such 


| fostering of research, such judgment in separating the 
, true from the false, and is withal of such importance, not 
| only to individual sufferers but tothe well-being of the com- 
| munity, that no trouble or expense is too great to get it 


taught as well as we know how. Most of us who have had 


| experience of teaching medicine will surely agree with 


nearly all Sir George Newman’s suggested improvements, 
radical as they are, and would like to see them carried into 
practice forthwith. The following comment is put forward 
partly in the hope of keeping alive interest in the matter 
and partly because the writer has for many years devoted 
much energy to the teaching of clinical medicine. 


Post-graduate Teaching. 

Towards the end of the ‘* Notes” Sir George Newman 
tells us of four main things lacking, and the fourth is post- 
graduate teaching It is in this that we are most defici+ nt. 
Up till now the ordinary m+dical student has been taught, 
often by no means as well as he should be, teachers have 
been found. but frequently they have been atrociously paid, 
research has been carried on, but under difficulties that 
shculd never have hampered it, but the post-graduate in 
this country has been left without guidarce and without 
any but the poorest encouragement except in the Services. 
We all trust that one result of the war will be a friendship 
between those speaking the French, Italian, and English 
languages, which will make some of us wish to go to our 
friends’ countries and some of them to come to us to study 
medicine. The wealth of clinical material in London is so 
great that it isto this city they should be attracted, but unless 
we make things very different from what they were before 
the war there.is little to tempt them here. 

The first improvement in medical education should 
be to put post-graduate teachirg in London on a proper 
footing, not only for the sake of our visitors and our 
own doctors who want to come back for a few months to 
bring themselves up to date, but for the sake of our own 
prestige. But if it is to be efficient it must be s+ parated 
from the teaching of ordinary students ; at least. that is my 
experience. Two courses are open, either to have a large 
hospital and medical school, complete in all clinical depart- 
ments, devoted to post-graduate teaching only, and this is 
probably the best, or to have post-graduate teaching at 
ordinary medical schools, but during the months that the 
clinical te+chers are engaged in post-graduate work they 
must be absolved from teaching the ordinary student either 
at the bedside or by lectures. He is best tanght in most 
cases by the clinician who is not past 45 or 50; on the other 
hand, a post-gaduate clinical teacher is probably at his best 
from 45 to 55, for then he has a wealth of experience, and 
let us hope has not become unprogressive and discursive. It 
might be a good thing if there were a separate p: st-graduate 
teaching institu'ion, to promote a teacher who had been 
successful in interesting ordinary medical students in any 
British school to a clinical post in the post-gr-duate school, 
for we should thus be able to secure for it teachers who had 
already proved their capability to teach. 

To put post-graduate instruction in London on an entirely 
new anda thoroughly efficient basis will require much money 
and much hard work, but most emphatically it ought to be done 
and on a large scale, for if first-rate teachers are provided a 
post-graduate school will attract large numbers of students. 
Should it be cecided to have such a school separate from 
the ordinary medical school. the difficulty will be to find a 
large hospital, and it must be large, to provide sufficient 
clinical and post-mortem material. It must contain all the 
special departments of a modern hospital, including, if 
possible, buildings for infectious cases, mental cases. and 
a lying-in charity. Professors in the clinical subjects 
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must be appointed, and in addition, there must be 
professors of clinical chemistry, pathology, and bacteriology, 
each with well-equipped laboratories. All the professors 
must be so well paid that they will be able to devote 
their whole time and energy to teaching and research 
in the school. Teachers in clinical subjects other than the 
professors might be allowed private consulting practice. 
Wherever the post-graduate school is situated there should be 
close to it a large hostel, with a library, common rooms, and 
sleeping accommodation for the students who come to it. 
The Medical School, 

In a medical school teaching ordinary medical students 
there certainly shoald be properly paid professors of 
anatomy, physiology, pathology, bacteriology, clinical 
chemistry, and pharmacology, and if the preliminary 
subjects of chemistry, biology, and physics are taught at 
the school professors of these also. All should be experts in 
their science, capable of teaching, skilled in investigation, 
and able to help students to investigate and to think for 
themselves. It may be said that, judging by our experience, 
it will be difficult to find enough suitable teachers. The 
answer is that these posts have up till now in most cases 
been miserably paid. Let each of these professors have 
proper status and pay and plenty of men will be found. 
Supply follows demand. Hitherto many who would 
have enjoyed a life devoted to these subjects have been 
forced to the clinical side of their profession in order to gain 
a livelihood. It seems often to have been thought that all 
that is necessary to make an efficient school is to build 
laboratories. The man matters far more than the buildings 
in which he is housed. Sir George Newman would ensure 
proper payment by State aid, others prefer the addition to 
students’ fees to be by endowment by private benefaction, 
but, be that as it may, the fundamental fact is that you 
cannot expect able men to take these posts unless you give 
them the position and income to which their ability entitles 
them. If it is objected, with regard to London, that with 
so many medical schools as there are there, it would be 
impossil)le to pay, as they should be paid, the large number 
of professors required, the answer is that there ought to be 
in some cases amalgamation between certain of the present 
schools; it is well known that something has already been 
done in this direction with regard to the earlier subjects. 

Outline of Scheme. 

Turning now to the purely clinical subjects, and taking 
medicine as an example, some such plan as the following 
would be, it is suggested, the best way to deal with it, and 
might, with necessary modifications, be applied to other 
clinical branches. ‘To teach to the best advantage it is 
necessary to have plenty of material, and for a large medical 
school there ought to be, say, 220 medical beds. There 
should be a professor of clinical medicine who should be 
physician to 80 of these beds, and two other physicians 
with50 bedseach. There should be four assistant physicians, 
each seeing out-patients once a week, two corresponding to 
the professor, each with 10 beds, so that these assistant 
physicians should have beds into which they could send, from 
out-patients, patients whom they wished specially to watch. 
Of the other two assistant physicians one should correspond 
with each of the other physicians, and should in addition 
have 10 beds of his own, for the purpose just mentioned. 
When the professor is away on a holiday or from illness, his 
work in the wards should be shared by his two assistant 
physicians, and when either of the other two physicians is 
away his corresponding assistant physician should take 
charge of his beds. 

In addition to his ward work, the professor should see out- 
patients one day a week, so that on five days a week medical 
out-patients will be seen ; he and the four assistant physicians 
should do out-patient teaching on the days on which they see 
out-patients. Students will be appointed as out-patient clerks, 
who will make notes of the cases, and generally assist, and learn 
at out-patients from the professor or the assistant physician, 
as the case may be. The two physicians other than the 
professor should each do bedside teaching three days a week, 
and the professor should do bedside teaching five days a 
week. Every ordinary student will work in the medical 
wards as medical ward clerk for six months, for three of 
these with the professor and fur three with one of the other 
physicians, half of the students being with each of these 
physicians ; but as every student will work in the wards under 
the professor, he, having double the number assigned to each 


of the physicians, will divide his clerks into two sets. Some 
of the abler students will have longer than six months ia the 
medical wards, for they will hold the post of clinical 
assistant, and if qualified that of house physician. Both 
physicians and the professor will give clinical lectures, one 
being delivered each week. 

The professor will devote his whole time to the duties of 
his office, he must have what laboratory accommodation he 
needs, he should be of such a temperament that he can 
teach clinical medicine and undertake research, and he must 
do everything he can to encourage and help all who wish to 
do research under him. It is to be hoped that the assistant 
physicians will pursue investigations with his sympathy. 

Consideration of Some Details. 

In details this scheme is a little different from Sir George 
Newman's. In the first place, the professor is not to engage 
in private practice. This, I feel, is the right line to adopt. 
If a man hasan aptitude for private practice it is almost 
impossible for him to say he will only do a little. Quite 
apart from the fact that if it becomes part of his source of 
income he can hardly be blamed if he pursues it honourably, 
there are many cases, and often the most trying, which i! 
he is asked to see he must see; he cannot refuse to go. The 
professor ought to be so well paid that he can always say he 
does not engage in private practice. He will then be freed 
from all its thousand and one worries, and he will have time 
to think out the problems of medicine that need investiga- 
tion ; he will not be liable to be called off from his laboratory 
work, and he will have leisure to direct research amongst those 
working under him. 

In the second place, there are other physicians and 
assistant physicians than the professor. The advantages 
of this are many. It is desirable that the student 
should learn medicine from more than one teacher, for it 
is an art as well as a science, and it will be of distinct 
benefit to the learner to hear different opinions, to see 
different methods of treatment and diagnosis, and to observe 
different lines of thought. Every student on the plan sug- 
gested will get part of his training from the professor, a 
physician, and an assistant physician ; this must widen his 
horizon and help to give him that breadth of outlook which 
is such a desirable },art of real education. Further, no single 
professor could possibly treat and look after the numerous 
medical in-patients that a large school ought to possess. 
The student cannot have too much actual contact with 
patients, and each should have enough cases assigned to 
him for note-taking to keep him busy in the wards. He will 
pay special attention to his own cases, and will at the 
same time observe and learn under the direction of his 
teacher from the cases of his fellow-clerks. Also no 
single teacher can properly teach more than about ten 
clinical clerks at the same time, for he ought to get 
to know the minds of each of his clerks so as to help each 
individual one over his particular difficulties. Other students 
may come round with the professor and physicians, the more 
the better, for a large audience brings out the best in a teacher, 
but his particular attention must be his own clerks. 

Lastly, it is much better for the professor himself to 
have others in the same school teaching medicine; both he 
and the others mutually stimulate each other. If there is 
more than one teacher of medicine, each is prompted to try 
his hardest, so that his teaching may be as valuable as, if not 
more valuable than, that of his colleagues. 

‘onditions of Appointment of Staff. 

The assistant physicians should be well paid for their teach- 
ing, but they should be allowed private practice. In medicine 
this does not come in great amount to the young, so that the 
assistant physicians being properly paid would be able to 
throw nearly all their energy into teaching and investigation. 
The two physicians, other than the professors, should receive 
good payment for their bedside teaching and clinical lectures, 
but this need not be on the scale of the professor's pay, 
for they should be allowed private practice, and in order 
that they should be saved from the temptation in 
later years of neglecting their teaching for private prac- 
tice they should retire from the hospital at an age 
certainly not later than 55, the precise age depending on 
how their private work interfered with that in the hospital 
and upon the quality of their teaching. The professor 
should retire at the age of 60. If something of the plan 
here sketched for medicine were applied to surgery perhaps 
other ages for retirement wou'd be more suitable. 
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An advantage of this early retirement would be that the 
promotion of the assistant physicians would be quicker than it 
is now. Of the four assistant physicians, two might look 
forward, if they had proved their value to the school, to a 
full physician’s post, one to a professor’s post at his own or 
some other school, and perhaps one out of the four would 
ultimately teach at a post-graduate school or practise some 
special branch of medicine, and, bearing in mind such trans- 
ference, possible losses from early death or ill-health, and 
the failure of some to be good teachers, four is often not 
more than enough to replace three. When an assistant 
physician is appointed the appointment should at first be 
for three years only, so that if it were discovered that he 
had not the art of teaching he need not be reappointed 
unless it were desirable for other reasons— such as brilliant 
research—that he should. Those on such a hospital staff 
who are allowed private practice should confine themselves 
to purely consulting practice. My object is only to give a 
general outline of the teaching of clinical medicine, as no 
mention has been made of how far assistants or demon- 
strators shall be employed for rudimentary teaching; the 
practice would vary in different schools. 

Special Departments. 

In a properly equipped medical school the special depart- 
ments of medicine should present little difficulty. There 
should be a physician for children’s diseases, who would see 
out-patients and have charge of a good-sized children’s 
ward, and a physician for mental diseases, also with charge 
of out-patients and suitable wards for the treatment of early 
cases. ‘The physician for skin diseases should also see out- 
patients and have some beds. Many of the commoner 
nervous diseases, such as cerebral hemorrhage and chorea 
and tabes, are best taken into ordinary medical wards, so 
that the students can learn from them in the course of their 
ordinary medical work, for such cases will come before them 
very frequently in general practice, but probably it would be 
well to have a separate out-patient department for nervous 
diseases. It would be a great advantage to a medical 
school to have a _ fever hospital near to it. The 
students attending their course of fevers would not waste 
time going long distances, and those in charge of the general 
hospital and those in charge of the fever hospital would be 
able to meet frequently to interchange ideas, and the advice 
of the professors of medicine, pathology, and clinical 
chemistry, and the use of the corresponding laboraturies 
would be of help to the physicians in charge of the fever 
hospitals for any investigations they might want to under- 
take. | am aware that in this sketch more beds have been 
assigned to medicine than is possible in some hospitals, but 
I have put forward the numbers here mentioned as the ideal 
number when the students are numerous. 


Pharmacology and Therapeutics. 

The complete medical school must have a properly paid 
professor of pharmacology with a well-equipped laboratory. 
The great want is a closer connexion between the professor 
and clinicalwork. It would not be wise to give the pharmaco- 
logist charge of beds, for he has usually done little clinical 
work, and before the drugs can be given toa patient the 
physician in charge must find out what is the matter 
with him ; this is the duty of a clinician, who can usually do 
it better than a pharmacologist, whose training lies in 
devising experiments to discover the mode of action of 
drugs. But there should be close friendly codperation 
between the clinician and the pharmacologist, who should 
be encouraged to go to his clinical colleagues and say, ‘‘ I 
want to observe the effects of such and such drugs on such 
and such diseases ; let me know when you have suitable cases, 
and I will come and make the observations I desire.” The 
clinician would, by seeing the results of the observations, be 
adding to his own knowledge. Often, too, he would be able 
to suggest to the pharmacologist fruitful lines of research ; 
it would be a great gain to the progress of medicine if 
researches at the bedside were made hand-in hand between 
the pharmacologist and clinician and published under their 
joint names. 

Sir George Newman has been unfortunate in the impression 
he has formed about the teaching of therapeutics. He says, 
‘« The case is diagnosed and its treatment prescribed, but such 
treatment is but rarely closely observed or assessed by the 
student,” and again, ‘‘ Is he a doer of the word, or only a 
hearer!” Every good clinical teacher, after he has explained 
to the students how the diagnosis is reached, goes on to talk 


over with them the details of the treatment, not only by 
drugs but by many other methods; he discusses what kind 
of life the patient should lead, what he should eat and drink, 
where he should live, and what occupation he should follow ; 
what therapeutic means other than drugs should be employed, 
such as massage, remedial exercises, electricity, X rays, and 
so forth ; and while the patient is under observation in the 
hospital he from time to time points out the success or the 
failure of the therapeutic means that have been adopted. 
Every single patient that comes into the hospital ought to be 
the subject of a therapeutic discourse. 

A first-rate medical school will have attached to it the 
necessary therapeutic departments—e g., massage, remedial 
exercises, electrical and others, in which the student can see 
the carrying out of all these special treatments, but it will 
be a bad thing to have a special teacher of therapeutics 
bad for the professor of medicine and the other phy- 
sicians attached to the hospital, for they will cease to be 
first-rate physicians if they do not fully know how to treat 
their patients, and if they do know, why should they not 
impart their knowledge direct to the students, instead of its 
filtering through a professor of therapeutics! Should this 
subject be taken away from clinicians it will have an evil 
effect upon the students, for they will be encouraged to 
believe that the treatment of the patient is a thing apart. 
There has been too much of that in the past. The duty of 
the physician is to find out what is the matter with the 
patient, and to treat when possible the condition found. He 
should frequent the departments where special treatments 
are carried out, and he must keep himself abreast of all new 
therapeutic suggestions. He should have an open mind and 
be able to assess each mode of treatment at its right value. 
Sir George Newman quotes with approval a_ lecture 
course and the accompanying therapeutic clinic thus: 
**(3) to discuss the pathology of the case and the precise 
purpose of treatment ; (4) to review the relative value of the 
means of accomplishing the object.’’ This is exactly what 
the clinical instructor should do as part of his bedside 
and lecture teaching. If he does not doit he ought, and I 
hope that it is rare for the student to be ‘‘ actually unaware 
of the medicinal treatment to which the patient is subject.” 
If his clinical teacher has not made him aware of it great 
blame attaches to the teacher, and the cure lies not in 
appointing a professor of therapeutics, but in getting a 
better man to do the clinical teaching. However, there is 
little difference of opinion between Sir George Newman ana 
myself, for although his report covers the whole of medical 
education, this is the only principal point in which I differ 
from him. 

Pathology and Bacteriology. 

Just as the clinical teacher will discuss with his hearers 
the diagnosis, prognosis, and treatment, so he should indicate 
to them the pathology of the disease from which the patient 
is suffering, for this will be necessary to explain the sym- 
ptoms scientifically. Although the key to many symptoms 
is to be found in the pathological laboratory rather than the 
dead-house, yet there are few diseases without some morbid 
anatomy, and the bedside teacher will, out of hearing of the 
patient, indicate to his class what might be expected to be 
found on post-mortem examination, and if the patient dies 
he should take the students to the post-mortem room and 
point out how far the conditions found there can be correlated 
with those observed during life. The most essential thing in 
teaching medicine is to train the students to visualise what 
is wrong inside the patient. I frequently take my students 
away from the bedside to say to them, *‘ Supposing we this’ 
very afternoon killed this patient, tell me what you would 
see on post-mortem examination, for unless you can do that 
you have not really conceived what is the matter with him.” 

The professor of pathology will not be the least busy of 
the professors ; pathological research is so fascinating that 
he will have plerity of enthusiasts working under him whose 
work he will direct. In addition, he will have his own 
original work and lectures, so that while, of course, he will 
have complete contro] of the dead-house, and, if he likes, 
make some post-mortem examinations, a great many should 
be made by the assistant physicians, for, other things being 
equal, the man who has made most post-mortem examinations 
is the best physician and the best teacher of medicine. The 
greatest corrective to any slovenly habits of diagnosis is the 
knowledge that if the patient dies it may be open toall to see if 
the diagnosis is correct ; therefore students must be taken into 
the post-mortem room as much as possible, and particularly 
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when a post-mortem examination is made on any of the 
cases they have seen during life. The advantage of this in 
training them to proper diagnoses cannot be overestimated. 

The precise relationship of the professor of bacteriology to 
she professor of pathology will, no doubt, vary in different 
schools, but ample provision must be made for bacteriology, 
and the head of the department should be well enough paid 
to render private practice unnecessary. Indeed, in a large 
school he should not have time for it as there will be 
laboratories to be controlled, numerous investigations from 
in- and out-patients, classes for students, his own research, 
and many doing research under him who will need advice. 

Modern advancements have made a clinical chemistry 
department ansolutely necessary. Good laboratories are 
essential, and the professor should be on the same footing 
as those already mentioned. Experience has shown that 
a large hospital and school will keep him fully employed 
in routine work from the wards, in teaching, in his own 
researches, and in those of others. 


Faaminations. 

Before we can get the medical students properly taught 
the prevailing system of examinations must be altered. 
There is no doubt that, as at present conducted, they impair 
teaching, especially the best, and frequently fail to separate 
the g ats from the sheep. I have conducted many exa- 
minations, and an fully aware of their shortcomings. It is 
difficult to frame questions that cannot be as well answered 
by a student with a retentive memory for what he has read 
or been taught by a coach, as by one who has gained his 
knowledge by bedside observation. It is even more difficult 
to devise a clinical examination that shall fairly test the 
candidate who, when left quietly to himself, is quite good at 
his clinical work, yet ‘‘ goes to pieces’”’ when he feels that 
everything depends upon his hearing particular murmurs in 
a limied time. A teacher's opinion as to the fitness of a 
particular candidate to pass ought to be at least as good as 
that of the examiner who only knows his man for as many 
minutes as the teacher knows him for months. Somehow or 
other, a plan must be devised in which the bedside and 
laboratory work done by the candidate during his training 
counts in the examination. This will stimulate the teacher 
and stimulate the student. 


‘** University Education.” 

There is no need here to try to explain what is meant by 
the phrase ‘university education,” for it is fully and 
admirably expounded by Sir George Newman in Section 3 
of his *‘ Notes ’ and is there illustrated by noble quotations, 
of which perhavs the finest is that from John Henry 
Newman’s Lectures. But this is certain, that in medicine of 
all professions the teaching should endeavour to reach the 
high ideals denoted by the phrase ‘‘ university education,” 
for he who practises medicine has to deal with a science as 
well as an art, his mind must be accustomed to the hard 
facts of the dissecting room and the laboratory, to the 
process of reasoning required to reach a diagn»sis, to the 
skill necessary to conduct correct treatment, and to the 
judgment of the proper way of dealing with human beings. 
His education must not only have taught him facts but must 
have trained his mind how to think, how to appreciate the 
relative value of fac s, and how always to be receptive of 
new di-coveries and new aspects of old questions. Indeed, 
it is doub:ful whether any profession requires that width of 
training implied by ‘‘ university education’ more than that 
of medicine. 

The teachers themselves should remember, too, that all 
through their lives they must educate themselves. It has 
been too much the habit of some to remain in their wards, 
others in their laboratories. They should freqnently meet ; 
half an hour’s conversation between a physician and a 
physiologist or chemist does immense good to both. In a 
medical school aspiring to reach a university standard there 
should be a common room in which all the teachers can 
meet and exchange views, and each should know the others 
well. Frequent meetings will have this further great 
advantave, it will encourage ‘‘team-work.” In order to 
solve almost any medical problem it must be regarded from 
several standpoints. It is to be h »ped, therefore, that in the 
future we shall see much more ‘‘team-work” than we have 
in the past. Speaking generally, *‘team-work” papers are 
more complete than thove of individuals and contain fewer 
mi-takes, for before publication each author has been able 
to be a friendly critic to the others. 


THE STANDARD ILLUMINATION OF 
SNELLEN’S TYPES." 


THE Council of British Ophthalmologists have been well 
inspired in investigating the circumstances under which 
Snellen’s types are used in testing the vision of cindidates 
for the public services. It has long been realised that in 
the absence of any standard method of illumination great 
injustice might be done to candidates. The conditions, for 
example, on a Ncvember day on a ground floor are hardly 
comparable to those of a well-lighted upper room in summer. 
The Council of British Ophthalmologists, which consists of the 
Presidents, past and present, of the Ophthalmological Society 
of the United Kingdom and of the Section of Ophthalmology 
of the Royal Society of Medicine as permanent members, is 
reinforced by elected members both from the society and 
from the section, and for the purpose of carrying out the 
investigation the following were appointed as a committee :— 
Sir George Berry (chairman), Sir Richard Glazebrook, C B., 
F.R.S. (Director of the National Physical Laboratory), Mr. 
C. C. Paterson, O B.E. (National Physical Laboratory), Mr. 
Leon Gaster (secretary of the Society of Illuminating 
Engineers), Mr. J. Herbert Fisher, Colonel J. Herbert 
Parsons, Mr. A. B. Cridland, and Mr. W. H. MacMaullen, 
O.B.E. (secretary). 


The report runs as follows :— 


The effect upon visual acuity of variations in the illumination of test 
objects has been the subject of a series of careful investigations since 
the time of Tobias Mayer (17&4). Two chief facts emerye from these 
researches: (1) That the-e is a rapid rise in acuity as the illumination 
is increased from zero up to about 2 foot candles;* (2) that above 
2 or 3 foot candles there is scarcely any apprecianle rise in acuity. 
The results obtained by different observers are not entirely concordant, 
the di-crepan: ies being attributable to variations in the te-t object, 
contrast, size of pupil, &c. So far as the testing of visual acuity for 
clinical purposes is concerned, it appears to be sufficiently accurate to 
regard the results «btsined with an illumination of 3 foot candles or 
more as valid and comparable under the ordinary conditions of clinical 
testing. 

There is, however, no doubt that this minimum is by no means 
always ensured under the actual conditions in which the testing of 
candidates for military or other public services occurs. Apart from the 
fact. which should be borne in mind, that the test types often do not 
conform to Snellen’s criteria, they are frequently dirty, thu: diminish- 
ing contrast. are varnished, thus giving rise to disturbing direct 
reflection of light and are viewed under very great variations of day- 
light in rooms which are often ill-suited for the purpose. 

It is possible to lay down precise and simple rules for the efficient 
illumination of test types, and we see n» reason why these rules should 
not. be generally adopted. For the public services it is, in our opinion, 
unfair to the candttates and detrimental to the services themselves 
that the examinations should take place under unsatisfactory, and often 
hurriedly improvised, conditions. The testing of visual capa-ity is now 
an essential part of the physical examination of candidates for a large 
number of the public services, such as the Navy, the Army. the Mer- 
cantile Marine, tne Indisn Civil Service, and soon. Weare of opinion 
tnat these tests should be conducted under approved conditions, and 
that this object would be best attained if the examinations were heid at 
properly equipped centres. 

We fully rec ynise that variations of visual acuity arise from many 
causes other than the actual 1llumination of the test types. such as the 
eontition of retinal adaptation, contrast between the test ohject and 
its background the size of the puoil, lateral ilt).mination. and so on. 
We think, h»wever, that these effects can be minimised sufficiently 
for practical clinical purposes if the testing takes place in a moderately 
well-iltuminated room, with the test types efficiently lignte1, and with 
the caretul elimination of any glaring lights, or bright objects from the 
candidate's field of vi ion. 

We consider that the requirements are sufficiently well satisfied by the 
following means: Two ordinary 20 watt tung-ten lamps (see diagram, 
L', L2) with straight filaments are fixed ve tically 15 inehes m front of the 
pla e of the test card (A, B), one on each side, at a horizontal distance of 
12 incbes from the vertical plane normal to and bisect:ng the card. One 
lamp is placed higher than the: ther, one being opposite the junction 
of the upper and middle thirds of the card, the other opposite the 
junetion of the midole and werthirds. Opaque non-re flecting screens 
(3,8 are fitte:, so as to prevent direct light trom the lamps reaching 
the candidate’s eyes. 

method e--sures : 

(1) Sufficient lumination. With new lamps the illumination on 
the test types will be of the order of 10 foot candles. Tne ordinary 
variations of current, deterioration of lamps, and the darkening of the 
te-t card with age will not reduce the b ightness of the test card so 
illuminated to # value l¢ss than that of a perfectly white surface 
receiving an illumis ation of 3 toot candles. 

(2) Sufficient unif. rmity of illumination. Whilst we are aware that 
the same result can be achieve’ by the employment of properly 
designed and carefully placed reflectors we have had to recognise In 
making these proposals that the testing of vis sal acuity must often 
be carried out in circua stances which do not admit of the use of 


1 Report on Standard Illumination of Snellen’s Types use t in Testing 
the Vision of Candidates for Public Services. Pub'ished for the ‘ ouncil 
of British Ophthalmologists by G. Pulman and sons, Ltd., 24, Toayer- 
street London. W 1. Price 6 

* One foot candle is the illumination received from a source of one 
candle power falling perpendicularly on a surface at a distance of 1 foot 
from the source, 
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special lighting arrangements, requiring technical skill in their 
installation or upkeep We have, therefore, endeavoured to presc: ibe 
a method of ensuring the necessary illumination which is simple to 
erect, is not liable to become deranged by subsequent treatment, and 
which er ables ordinary lamps on the market t» be employed. 

Where electric light is not available a similar arrangement can be 
installed using other illuminan's. 

Daylight illumination —There is no theoretical objection to the use 
of viffuse daylight so long as the illumination on the test types is 
adequa'e—i.e., coes not fall below 3 foot candles. In cases of doubt it 
woula be ne-essary to apply tests requiring tne skilled use of some 
form of photometer. We are, therefore of opinion that in order to 
secure uniformity and comparable results artificial illumination should 
in general be used, and invariably in testing for the public services. 


PLAN FRONT V/EW 


Diagram to illustrate the arrangement recommended to illuminate 
the test-card. 


We therefore make the following recommendations. 

I. The test types.—The test types shall be of the dimensions laid down 
by Snellen and printed on a matt white surface. 

Il. Idumination.—(a) The minimum illumination on the test-card 
shall be such that its brightness shall be equivalent to that of a new 
card illuminated to at least 3 foot candles. (b) Che illumination of the 
test types shall be as uniform as poss:ble. (c) Artificial tilamination 
shall be u-ed in preference to daylight. (d) The testing-room shall 
be moderately illuminated, and care shall be taken that there are no 
glaring lights or bright objects in the candidate's field of vision. 
(e) Bxtreme contrast, between the illuminated test-card and the back- 
ground sha | be avoided. 

Ill. Method of lighting.—(a) The method of lighting described in 
this report shali be in general adopted. (b) This method shall be made 
compu sory for sight testing in ali public services. 

As an appendix there is a note on the illumination of test 
types by gas or oil lamps. 

Gus ligh'ing.—T #o **medium” inverted incandescent burners, con- 
suming 24-22 cub. ft. of yas per hour, are fixed 24 ft. in front of the 
test card, one on each side, at a horizontal distance or 12 inches from the 
vertical plane, normal to and bisecting tne card. One burner should be 
higher than the other, one being opposite the junction of the upper 
and m'ddle thirds of the card, tue other opposite the junction of the 
middie and 'ow-r thirds. Burners shvuld be equipped with clear glass 
globes, and care should be taken to ensure, by regular maintenance. 
that mantles and burners are kept in good order and in clean condition. 
Opaque non-reflecting screens are fitted so as to prevent direct light 
from the burners reaching the ancidate’s e. es. 

Oil lighting.—Two standard ** Duplex” oil lamps, each having a 
double straigut wick, 1 inch in width, and a chimney 104 inches in 
length, are hxed 2 f'. in front of the t~st card, one on each side, at a 
horizontal distance of 12 inches from the vertical plane, normal to and 
bisecting the card. One lamp should be higher than the otner; one 
being opposite the junction ot the upper and middle thirds of the card, 
the other opp: site the junction of the middie and lower thirds. The wick 
shou'd be turned up as high as is possible without smoking, and the 
tace of the wick should be turned towards the card. The distance from 
top ot wick tv level of oil in reservoir should not exceed 5inches. The 
lamp should be lighted 20 minutes before the test, so as to ensure 
steady conditions ot burning. Opaque, non-reflecting screens are fitted, 
so as to prevent direct light from the lamps reaching the candidate's 
eyes. 

The Council of British Ophthalmologists was founded in 
May, 1918, at a general meeting of all ophthalmic surgeons 
of the United Kingdom held at the Royal Society of Medi- 
cine. It was empowered to act in all matters of ophthalmo- 
logical interest arising in connexion with public affairs and 
to be ready to provide when called upon a body of expert 
opinion to advise on any ophthalmic subject. The council, 
whose constitution has been given above, was founded 
on a basis which should ensure its authoritative character. 
The first report of the council, given above, will be seen to 
deal with an important subject —types used in testing the 
vision of candidates for puvlic services. The regulations at 
present in existence with regard to the standard illumination 
of test types say that these tests shall take place in ‘: ordinary 
daylight ” (Army Regulations) or ‘tin a good light, bat not 
in direct sunlight” (Board of Trade Regulations for Mer- 
cantile Marine). In practice (as has been said above) this 
may mean anything, and a more definite standard was 
obviously required in the interests of the public and the 
cand dates alike. The council was fortunate in securing 
valuable scientific codperation in the preparation of its 
report. The suggestions are straightforward, and the object 
aimed at should be secured at very small cost. 


MEDICAL CANDIDATURE FOR 


PARLIAMENT. 
SUCCESSFUL AND UNSUCCESSFUL. 


MEMBERS of the medical profession were candidates for 
Parliamentary suffrage in at least 32 constituencies in the 
British Isles during the recent General Election. From 
the results made public last S:.turday, Dec. 28th, it will be 
seen that in more than a third of these contested elections 
they were successful. We append a complete list, so far as 
we know it, of the constituencies in which a medical man 
took part in the contest, giving in each case his position in 
the poll (in black figures), the total number of voters (in 
square brackets), and the number of votes secured by the 
medical man and his competitors, along with the political 
labels by which they were known. An asterisk is placed 
against the name of any medical man who sat in the last 
Parliament. Whether successful or not, the experience 
gained should be of use to others. 

Universities. 
8). WILLIAM WHITLA (1). 
S.F.) 118. 
Dublin (2 seats). Woops (2). 
1. (U.) 1273. 2. (Ind.) 793.) 3. (U.) 631. 4. (N.) 257. 
London {10,133}. WiLMoT HERRINGHAM (4). 
1. (Co.U.) 2810. 2. (Lab.) 2141. 3. (Teachers) 885. 
4. (Ind.) 715. 5. (Ind.) 210. 
Scotland (3 seats) [27,322]. *Sim WATSON CHEYNE (1). Dr. 
PETER MACDONALD (4). PROFESSOR W. KR. SmitH (5). 


1. (Co.U.) 3719. 2. (Co.L.) 3499. 3. (Co.U.) 3286. 4. (uab.) 1581. 
5. (Ind.) 850. 


London District. 
Battersea (South) (43,036). *Mr. ARTHUR A. LYNCH (2). 
15,670. 2. (Lab. ) 3383. 3. (L.) 2273. 4. (N.F.D.S.8.) 


Bermondsey (West) (23,100). Dr. ALFRED SALTER (3). 
1. 4280. 2. (Co.L.) 2998. 3. 1956. 4. (N.F.D.S.8. 
Shoreditch {45,686}. *Dr. CHRISTOPHER ADDISON (1). 
2. (Ind.) 3414. 3. (Liab.) 2072. 4. 1524. 
5. ( 


Southwark (Central) Dr. L. HADEN GUEST (2). 
1. (Co.L.) 8060. 2. (Lab.) 3126. 
Stepney (Whitec mapa) [23,666]. Dr. ROBERT AMBROSE (2) 
1. (L.) 3025. 2. (Liab.) 2522. 3. (Co.U.) 2489. 4. (Costers) 614. 
Willesden (West) {36,449}. Dr. J. 8. (3). 
(Co.U.) 10,503. 2.(Lab.) 7217. 3. (L.) 1697. 
County Boroughs. 
Birmingham (Moseley) (41,546). Dr. R. DuNsTAN (2). 
1. (Co.U.) 16,161. 2. (Lab.) 3789. 3 (L.) 3422. 
Cheltenham Dr. RICHARD DaviEs (2). 
1. (Co.U.) 9602. 2. (Ind.) 6317. 
Leeds (North) (37,904). Dr. A. C. FARQUHARSON (1). 
1. (Co.L.) 13,863. 2. (Lab.) 3423. 3. (N.P.) 1282. 
{31,262}. Dr. NATHAN Raw (1). 
o.U.) 11,326. 2. (Lab.) 5103. 3. (L ) 2484. 
{39,773}. Mr. G. D. NEWTON (4), 
ALLISON 9). 
1. (Lab.) 7677. 2. ) 7149. 3. (U.) 4320. 
2729. 5. (N.D.F 
Wallasey [42,174}. F. P. McDonatp (1). 
14,633. 2. (Lab.) 4384. 3. (L.) 4055. 4.(N.F.D.S.S.) 


N.F.D.S.S.) 


Wolverhampton (Bilston) [28,504). 

1. (Co.U.) 10,343. 2. (Luab.) 6744. 
Counties : Great Britain. 

Carmarthen : Llanelly [44,657]. Dr. J. H. WILLIAMs (2). 
1. (Co.L.) 16,344. 2. (Lab.) 14,409. 

Derby : High Peak (33,075). Dr. CLIFFORD BROOKES (2). 
1. (Co.U.) 12,118. 2. (L.) 8504 

Durham: Bishop Auckland (32,689). Dr.V.H. RUTHERFORD (8). 
1. (Lab.) 10,060. 2. (Co. L.) 7417. 3. (L.) 2411. 

Glamorgan: Llandaff and Barry (34,041). Mr. C. F. G. 

SIXSMITH (3). 

1. (Co.U.) 13.307. 2. (Lab.) 6607. 3. (Ind.) 1539. 

Hants: Basingstoke (31,687). *Str AUCKLAND GEDDEs (1). 
1. (Co.U.) 11,218. 2. (Lab.) 6277. 

Inverness: Western Isles (18,237). Dr. DONALD Murray (1). 
1. (L.) 3765. 2. (Co.L.) 3575. 3. (Highland Land League) 809. 

Lanark: Lanark [27,431]. Dr. W. E. (1). 
2 (Co. U)! 12,976. 2. (Lab. ) 5821. 


Mr. J. Y. KYNASTON (2). 


P. R. at the amend count to 1094. 
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Lanes: Farnworth (34,160!. Str THos. FLircrorr (3). 

1, (U.) 10,237. 2. (Lab.) 9740. 3. (L.) 3893. 

Lindsey : Gainsborough [27,503). Dr. J. E. (1). 

1. (Co.U.) 8634. 2. (L.) 6556. 

Notts: Mansjield (39,041... Mr. N. M. TARACHAND (4). 

1. (Lab.) 8957. 2. (Co.N.D.P.) 6678. 3. (L.) 

4. (Ind.) 878. 
Stirling: Clackmannan and Eastern ‘31,910. *Dr. W. A. 

CHAPPLE (3). 
1. (Co.U.) 6771. 2. (Co-op.) 5753. 3. (L.) 5040. 
Counties : Ireland. 

Mayo: North 20,212). Mr. Joun Crow ey (1). 

1. (S.F.) 7429. 2. (N.) 1861. 
Meath: North 14,716). Mr. P. J. Cusack (2). 

1. (S.F.) 6982. 2. (N.) 3758. 
Wexford: South 23,168). Dr. JAMES Ryan (1). 

1. (S.F.) 8729. 2. (N.) 8211. 

The names of the medical men entitled to sit for the 
first time in the House of Commons on Jan. 21st next are 
therefore : 

Mr. JOHN CROWLEY, 
Dr. W. E. ELLIOT, 
Dr. A. C. FARQUHARSON, 
Dr. B. F. P. MCDONALD, Str WILLIAM WHITLA, 
Dr. J. E. MOLSON, Str ROBERT WooDs, 
along with three others who have already established their 
position there :— 
Dr. CHRISTOPHER ADDISON, SIR WATSON CHEYNE, 
SIR AUCKLAND GEDDES. 
On behalf of several of these successful candidates we have 
been asked to express gratitude to their professional 
colleagues for help freely rendered. 


Dr. DONALD MURRAY, 
Dr. NATHAN 
Dr. JAMES RYAN, 


MEDICINE AND THE LAW. 


lilicit Trafic in Drugs. 

THE inquest, which has not yet been conciuded, upon the 
body of a young actress named Stewart and known upon the 
stage as ‘‘ Billie Carleton” has already produced as one of 
its results the prosecution and conviction of two persons— 
Len Ping You, a Chinaman, and his wife Ada, a British 
subject by birth. They were mentioned in the early stages 
of the inquest upon Miss Stewart, with allegations as to the 
wife’having assisted the deceased and others in the smoking 
of opium, and owing to the facts thus disclosed they were 
recently charged simultaneously at two different police- 
courts. ‘he Chinese husband was arrested at Limehouse 
Causeway, where he lived, and brought before Mr. Rooth at 
the Thames police-court, who sentenced him to pay a fine of 
£10 for having opium in his possession without authority, 
and also for having an opium pipe and other utensils 
connected with this use of the drug, the offence, to which 
he pleaded guilty, being one against a regulation made 
under the Defence of the Realm Act. The wife, Ada, was 
brought before Mr. Mead, at Marlborough-street, and charged 
with supplying opium prepared for smoking to Miss Stewart, 
and also with being in possession of prepared opium at 
16, Dover-street, where rooms were occupied by a man 
named De Veulle and his wife. To the latter charge she 
pleaded guilty, having denied supplying the opium at the 
time of her arrest and afterwards. The facts narrated by 
the solicitor for the prosecution as to the use which the 
prisoner made of a drug, which possibly, if she told the 
truth, she found already provided on the premises, were of a 
character to earn for her a sentence of five months’ imprison- 
ment with hard labour. Acting asa ‘*‘ priestess of unholy rites,” 
to adopt the phrase of Mr. Mead, the magistrate, she filled 
and lit the opium pipe which passed from mouth to mouth 
in an Opium-smoking debauch lasting from 10 o’clock one 
Saturday evening until 3 o’clock on the following afternoon. 
The party to whom she thus ministered consisted of five or 
six young men and women, for whom cushions were spread 
upon the floor, and who before taking part removed their 
clothes and put on pyjamas and night-dresses respectively. 
Miss Stewart, who arrived late after a performance at 
the theatre where she was engaged, was one of these. 
The observations made by the magistrate upon what 
he characterised as a disgraceful orgy, and the sen- 
tence which he passed upon the woman who took so 
leading a part in promoting it, can hardly be criticised 
as too severe. It is to be noted also that he described 


indulgence in opium as a prevalent form of vice, an 
expressed the hope that the imprisonment which he was 
ordering the prisoner to undergo would act as a warning 
to others. The frequency of prosecutions for this kind o! 
offence recently to be observed in police reports may to some 
extent be due to there being more space than formerly fo: 
the publication of such items of news, but whether this is 
so or not it is evident that the use of opium, cocaine, an: 
other drugs in late years has attained substantial proportions, 
in spite of the efforts made by the authorities under th: 
Defence of the Realm Act to hinder the illicit traffic. I: 
is to be hoped that whenever that statute may become 
obsolete permanent provision will be made to protect the 
willing victims of drug-taking from themselves and from 
the temptations placed in their way by others. The use o 
cocaine by soldiers, to prevent which a special effort has 
been made through the regulations under ‘* D.O.R.A.,”’ is 
said to be due to an alleged effect of the drug in producing 
a reckless indifference to environment and disregard o! 
danger. The circumstances of war service have ceased, but 
the desire for temporary relief from anxiety or discomfort 
will contribute even now to render men and women anxious 
to obtain drugs, the surreptitious importation and sale of 
which it is very difficult to prevent. Among typical recent 
cases we note one of a Chinese cook caught with two pounds 
of opium, which he might have sold for anything up to £60, 
under his shirt. He was fined £22 at Tower Bridge police- 
court, and another Chinaman was charged on the same day 
at the Thames police-court for keeping an opium den at 
Limehouse and fined £10. Cocaine is even more easily carried 
and concealed than opium, and perhaps on this account 
and for the reasons above suggested commends itself to 
many drug-takers, who, however, do not appear at once to 
adopt a particular form of intoxication, but prefer to experi- 
ment for a time with whatever opportunity may throw in 
their way. This, at least, is the impression conveyed by the 
reports of the inquest upon Miss Stewart and the other cases 
which have arisen out of it. In connexion with the use of 
cocaine we call attention to the conviction at Liverpool of a 
woman for stealing a bottle of cocaine from the consulting 
room of a dentist who was treating her. This should be a 
warning to medical men who dispense their own medicines 
of the great importance of keeping all dangerous drugs 
beyond the reach of their patients. 


An Ingenious Impersonator. 


At the Bromley (Kent) police-court recently a man named 
James Allan was ordered to pay a fine of £20 and £10 cost- 
after being proved to have used medical titles and prac- 
tised as a medical man in somewhat unusual circumstances 
The name of a Mr. James Allan, who had duly qualified at 
Edinburgh University, appeared with the usual particulars o! 
his qualifications in the Medical Register from 1892 to 1898. 
when he died. In 1901 there were published in the 
‘*Medical Directory’’ the same name and qualifications. 
‘‘James Allan, M.B., C.M. Edinburgh,’”’ and they cor- 
tinued so to appear until the conferring of the order 
of Officer of the British Empire upon a gentleman so 
described attracted the attention of the Registrar of the 
General Medical Council, who was unable to find a corre- 
sponding entry in the Medical Register. At or about the 
same time one of the usual forms issued for the purpose o! 
corrections or additions by the publishers of the Medical 
Directory was sent to Mr. James Allan at his address at 
Chislehurst, and was returned by him with the addition o! 
the letters O.B.E. After inquiries had been made by the 
Registrar of the General Medical Council, the matter was 
laid before the Director of Public Prosecutions with the 
above result. The defendant was stated by counsel to be 
the son of a farmer in Ireland, who had been at one time a 
shop assistant and had afterwards studied medicine. He ha‘ 
not qualified as a medical practitioner, but had acted as an 
unqualified assistant to medical men, and since 1902 had 
practised at Chislehurst as James Allan, M.B., C.M. Edin.. 
and in that capacity had signed death certificates. A charge 
made in respect of these was not proceeded with by th« 
prosecution. A detail which was mentioned in the case 
should be noted by the personal representatives of medica! 
men. After the death of the real James Allan, referred t: 
above, his sister was asked by someone who wrote from Glasgow 
and was stated to be an acquaintance of the defendant 
whether she would sell her brother’s medical diplomas, th: 
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writer stating that he had a hobby for collecting such docu- 
ments. The object of the offer, in so far as it proceeded 
from the defendant, is obvious, and as the diplomas of 
deceased medical men cannot, except perhaps in the case of a 
few distinguished personages, be of any interest except to 
their children or other relatives, willingness to pay for them 
on the part of a stranger should at once excite suspicion 
on the part of the possessor. James Allan, of Chislehurst, 
cannot complain that the punishment inflicted upon him 
was in excess of his deserts, in spite of the fact that 
witnesses, including the rector of Chislehurst, expressed 
themselves satisfied with the skill with which he treated his 
patients. This was a bad case of impersonation, and if the 
prosecution had laid stress upon the points involved the 
proceedings could hardly have stopped where they did. 
We feel sure that those responsible for so carefully edited 
a work as the Medical Directory must keenly regret the 
inaccuracy which in some way was admitted to its pages. 


Frost v. King Edward National Memorial Association 
for the Prevention, Treatment, and Abolition of 
Tuberculosis. 

In this action, in which Mr. Justice Eve granted in last 
May an injunction to restrain the defendants from using 
Cardigan House, at Newport, Monmouthshire, as a hospital 
for surgical tuberculosis, a settlement has been arrived at. 
This was announced by counsel when the case was called in 
the Court of Appeal, the terms being stated to be that the 
house should continue to be used as before until the expira- 
tion of six months after peace, and then should become a 
residence for one of the physicians of the association and a 
central dispensary for their work in Newport and Monmouth- 
shire. Conditions were added such as should make the 
settlement a binding one and prevent any further litigation 
in the future, and it was provided that the defendants should 
pay the taxed costs of the plaintiff. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


A MEETING of the Committee was held at THE LANCET 
Offices on Dec. 23rd, 1918, when Dr. Squire SprRIGGE 
reported that he had received through Lord Hardinge the 
necessary forms to secure a passport for a representative of 
the Fund to go to Belgium, the only preliminary formality 
being the favourable recommendation of the Belgian Control 
Office. Dr. Sprigge also reported a visit from Dr. Théo 
Huyberechts, who had come as a member of the Belgian 
Doctors’ and Pharmacists’ Committee sitting in Brussels, to 
express the gratitude of that Committee to the Fund, 
testifying that the help of the Fund had been ‘ beyond 
words valuable.” 

Sir RICKMAN GODLEE called the attention of the Com- 
mittee to the fact that there remained at their disposal 
many instruments still housed at the Apothecaries’ Hall. 
One selection, he said, had been packed and sent, under the 
superintendence of Mr. Samuel Osborn, to a Belgian 
hospital at Bruges, but many more, and some of very 
good workmanship, remained. Mostly they were old- 
fashioned but of excellent steel and make. He instanced 
some knives by famous makers, and thought that metal 
might be substituted for the wooden handles, when they 
would be serviceable instruments to-day. 

An article published in Le Belge Indépendant was 
received by the Committee describing the establishment of 
the dispensary in Aldwych for the Belgian refugees at the 
opening of the war and the foundation of La Société Belge 
de Médecine en Angleterre. Dr. Clément Philippe, with 
the assistance of Dr. J. H. Philpot and Dr. H. A. Philpot, 
organised the former movement, and for some time the 
Drs. Philpot and Dr. Des Vceux, with the assistance of 
certain refugee Belgian doctors, carried on very useful 
work. It may be remembered that this work was afterwards 
transferred to the Metropolitan Asylums Board, and now 
that the Belgian doctors are returning to their homes the 
Board will continue its supervision over the remaining 
patients. The article also described the preliminary circum- 
stances which led to the establishment of the Belgian 
Doctors’ and Pharmacists’ Relief Fund. This Fund came 
into being upon representations made, by Dr. Charles Jacobs 
mainly, to the Editors of THe LANCET and the British 


Medical Journal, and the article in Le Be’ge Indépendant 
bears witness to the generosity of the members of the British 
professions, by whom some £25,000 has been subscribed, 
the bulk of which has been expended on Belgian sufferers 
in Belgium. 

As just sufficient money remained in hand it was decided 
to send to Belgium the full mensuality of £800 for next 
month. 

The following subscriptions have been received :— 


Dr. Alfred Cox (monthly) ... 

American Red Cross Commission for Belgium (monthly) 


PARIS. 


(FROM OUR OWN CORRESPONDEN7S. ) 


Diet Kitchens for Military Hospitals. 

AN interesting experiment in the organisation of diet 
kitchens has been made during the last two years in French 
military hospitals. Begun in a tentative way to meet an 
obvious need in one of those hastily improvised establish- 
ments dotted about the provinces in the early days of the 
war, the experiment has now crystallised into a definite 
work of undoubted importance in the caring for the sick 
and wounded, and will possibly form the basis of a radical 
change in the dietary treatment of hospital patients through- 
out France. 

Even before the war the food given to the patients in 
French civilian hospitals was bad enough to justify the 
writer of a Paris guide-book in stating that ‘‘ the catering is 
the worst possible. patients being fed almost exclusively on 
a beef diet with vegetables, mostly of the dried order, beef 
being given three times a day in the form of soup once and 
boiled beef twice.’ The war naturally aggravated these 
conditions, and in many of the hurriedly organised military 
hospitals the cooking was entrusted to unskilled people 
whose knowledge of catering for large numbers of wounded 
was sadly deficient. 

The initial difficulties of this new phase of hospital 
administration were hard to overcome, but a reform movement 
was supported by General Rouget, the Director-General of 
the Service de Santé, Dr. Mourier, the under-secretary, Mr. 
Joseph Reinach, and many highly-placed persons, and the 
scheme from a small beginning is now assuming a definite 
importance. One difficulty lay in the fact that the cooks in 
military hospitals are nearly always soldiers ; and in France 
a soldier is theoretically supposed to be master of all 
trades, and credited with a superhuman versatility, while his 
military duties come before all others. A woodcutter or a 
bricklayer may be detailed to do the cooking for several 
hundred men, and when he gained a working knowledge of 
the job he may be moved to the other side of France for 
purely military reasons to attend the stoking of furnaces in 
a depot. It was realised that while the food supply was quite 
adequate, everything was spoiled by this use of unskilled 
labour, and that the only remedy lay in the appointment of 
specially trained cooks working under a surveillante. 

Early in January, 1917, Miss M. Oliver, daughter of 
the late Dr. George Oliver, received permission from 
the French Service de Santé to open the first diet kitchen 
of the ‘‘Service des Régimes” at Hospital No. 75 at 
Vichy. Two ladies took charge of the cooking with some 
voluntary help in the distribution. The hospital was the 
medical centre of the 13th Region, and offered a good deal 
of variety in the clinical work, so the workers gained much 
experience in satisfying the individual needs of each case. 
The work was carried on till the following July, when the 
hospital was taken over by the Americans. By May the 
Government authorisation had been gained for starting a 
diet kitchen at the Villemin Hospital in the rue des 
Récollets, Paris. At that time there were there about 500 
beds. The majority of the cases were tuberculous, and 
the diet kitchen was opened for these and for two wards of 
abdominal cases. 

Two months later a diet kitchen was started by two 
lady workers in the Val-de-Griice Hospital, the oldest and 
biggest military hospital in Fiance, principally to provide 
additional purGes and soups for Dr. Morestin’s famous 
surgical division of wounded in head, jaw, and throat. As 
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these men can only be fed through tubes, it is particularly 
necessary that attention should be paid to the assimilative 
qualities and to the nutritive value of the food. The success 
of this experiment was so marked that in November the work 
was enlarged so as to include the whole hospital: a large 
refectory was turned over to the Service des Réyimes, as the 
diet kitchens are called, and fitted up by the hospital authori- 
ties with a range, two gas stoves, and every up-to-date con- 
trivance for a model kitchen. The whole of the 14 divisions 
of this great hospital, as well as the annexe containing 
another large division of head, jaw, and throat cases, is now 
provided with special diet, when necessary, by the diet 
kitchen. 

The next experiment was made at Epernay, where a diet 
kitchen was opened on Jan. Ist, 1918, in the principal bone 
fracture hospital in France. Unluckily, the German offensive 
in June put a stop to the excellent results obtained by the 
extra nourishment given through the diet kitchen, for the 
entire ho-pital had to be evacuated to a field ambulance far 
behind the lines—the kitchen was trampled down and the 
outfit scattered. The hospital will, however, soon go back 
to its old quarters when the diet kitchen will be re- 
established. A fifth diet kitchen was opened in the Le 
Vésinet Hospital, near Paris, on July lst, 1918, where the 
work done in providing gassed patients with suitable nourish- 
ment has saved many lives. Diet kitchens have also been 
well started in St. Jacques Hospital, at Besancon, and in 
the military hospitals at Troyes and Reims. The working of 
the diet kitchens in each case is practically identical. The 
directress of the work goes round the wards and notes the 
diet cards filled in by the doctor, and measures out the 
quantity of food required by each case. The cooking is 
done by paid workers under the supervision of the directress. 
The regular hospital fire is provided by the authorities, but 
the expense of the special diet is covered by Miss Oliver's 
‘* Service des Régimes,” which also pays the salaries of the 
workers. 

The excellent results shown since the establishment of 
these kitchens have evoked unrestricted appreciation from 
the doctors in charge of the hospitals, as well as of the 
heads of the French Service de Santé. The success is so 


notable that Miss Oliver is now hoping to develop her work 


so as to provide every hospital in France with a Service des 
Régimes. The only difficulty is the lack of funds. Once 
this is overcome, and each bospital has its special diet 
kitchen, Miss Oliver wants to codperate with the ‘Service 
de Santé” in the formation of a ‘‘ Service de Cuisine,” 
where women cooks and women inspectors might be trained 
to specialise in hospital cookery. 

French‘authorities, with a fine defiance of Voltaire, have 
welcomed this practical aid, and the endowment of every 
military hoxpital with a properly organised ‘‘ Service de 
Cuisine ” will form one more link in the friendship between 
England and France. 


Medical Demobilisation in France. 

Dr. Mourier, Under Secretary of State for the Service de 
Santé, has already made some progress with demobilising 
his own department. Red Cross hospitals have been dealt 
with first, andin Paris alone eight closed their do»rs last 
week. A knotty point is the allocation of the enormous 
accumulation of surgical material. As regards beds and 
furniture, the proposal is to devote them to he!p rehabilitate 
the devastated communes in the north of France. Medical 
officers themselves belonging to the earliest classes will be 
demobilised at once and replaced by more recent classes, 
who will as far as possible be detailed to their own districts, 
where they can get in touch with their practices. .On 
demobilisation pay will be continued for some little time. 
Those who desire to remain will be retained in the services. 
as well as a certain number of indispensables. In Paris the 
larger proportion of consultants attached to military hos- 
pitals have asked to continue their work. 


Influenza in France. 

Influenza, which seemed to be dying ont, has had a new 
lease of life the last three weeks with the prolongation of 
the warm moist weather. The number of severe and fatal 
cases has, however, been much smaller than two months ago. 
Disinfection leaves much to be desired on account of short- 
ness of sanitary staff. A wealth of new suggestions for 
treatment have been made to the Academy of Medicine and 


injection of quiniue aad arruéual dissulved in saline, 
M. Albert Robia has obtained excellent results with this 
remedy. M. Seu de Rouville and M. Netter have used 
inoculations of oxide of tin in colloidal suspension. They 
have had success in certain desperate cases, observing that 
the inoculations have produced the maturing of fixation 
abscesses, provoked by turpentine injection after the method 
of Fochier, in cases in which such injections had evoked no 
reaction—a condition tantamount to a fatal prognosis. 
Finally, MM. Grigant and Moutier have employed injections 
of blood serum from patients convalescent of influenza, 
obtaining remarkable results when the injections were given 
practically from the onset of the fever. 
Maternal and Infantile Protection in Paris during the War. 
A central office was set up in Paris at the outset of the 
war to assure protection for necessitous mothers and 
infants in Paris and its neighbourhood in intimate rela- 
tion with all the maternities and with every local authority. 
M. Pinard recently reported to the Academy on the work 
done by this central office. More than 100 000 mothers and 
babies have received a-sistance during the last four years. 
In the last year of all 31.262 mothers claimed help betore, 
during, or after their confinement, a large proportion of the 
34,125 births registered in Paris. Australia’s contribution 
to the work has been invaluable. From Dec. 18th, 1915, to 
June 22nd, 1918, the Franco-Australian League at Sydney 
remitted to Mme. Michel, honorary president of the work, a 
sum of more than 150.000 fr., and the same Leavue at 
Melbourne a total of 550 000 fr., for which M_ Pinard in his 
report tenders the warmest thanks. Mortality in Paris 
during the first year of post-natal life has sensibly 
diminished in the last 12 months; from 155 prr 1000 
births in 1914 the figure has fallen to 140, or less than 
what it was before the war. Deaths due to enteritis fell 
from 1363 in 1914 to 762 in 1918, a result attributed to 
the increase of breast-feeding and to the special cow’s milk 
reserved by the Government for hand-fed infants. Con- 
genital debility has, alas, increased as a cause of early 
death in the last two years. This mortality stands in close 
relation to the exhaustion of the mothers by arduous work, 
a condition which did not exist in the first year of the war. 


French Doctors and the Excess Profits Taz. 

A considerable levy has been made on war profits in all 
professions. The Association of Medical Societies of France 
has recently held a reunion at which the unanimous demand 
was made for the exemption of the medical corps from the 
tax. Exc+pt in the rarest cases the medical profession has, 
it is alleged, during the war only made paltry profits, since 
the overwhelming proportion has been mobilised and of the 
remainder most have given much of their time gratuitously 
to Red Cross work. The question has been submitted to the 
highest financial authority, but should its decision be 
unfavourable to the doctors the Association has decided to 
memorialise the Council of State, asking that the basis of 
fiscal control should be the medical man’s ledger, the pro- 
duction of which is now contrary to the law of professional 
secrecy. 

Dec. 28th, 1918. 


CANADA. 


(FROM OUR OWN CORRESPONDENT. ) 


The Influenza Scourge. 

COMMENCING in late September, Canada has passed 
through a terrible epidemic of influenza. It is yet 
impossible to give any figures for the whole country, but the 
deaths in Toronto reached as high as 150 on one day. In 
Canada the disease has not been made reportable or notifiable 
and no quarantine has been practised. but isolation has been 
put into force to some extent by private practitioners and in 
hospitals. Toronto grappled with the epidemic by rapidly 
preparing two emergency hospitals, one of which has not 
been used. Toronto's health officer claims that that city 
reached the crest of the epidemic much earlier than other 
Canadian and American cities. Some physicians u-ed a 
prophylactic vaccine and speak well of it, and the Ontario 
B ard of Health participated in the making of such vaccine 
That board discussed reporting, isolation, and quarantin« 


other learned societies. M. Armand Gautier has advised the 


in regard to influenza before the epidemic invaded the 
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province, but concluded that these measures were imprac- 
ticable. There was much disruption of business and educa- 
tional life, but, speaking generally, each municipality was 
left to its own resources in fighting the disease. Evidence is 
strong that the mass of the people still cling to alcohol in the 
treatment of influenza. In Prince Edward Island clergymen 
were empowered to write prescriptions for alcoholic liquors, 
and temperance laws were in general more plastic than at 
other times. In Toronto there are two licensed vendors of 
liquors under the Ontario Temperance Act, and the long 
lines of waiting citizens testified to the number of prescrip- 
tions written by physicians. The Montreal Board of Health 
had prepared a circular advising the public to take to bed 
and send for the physician at the first sign of the disease. 
In regard to vaccines, the public was informed that the 
treatment was still in an experimental stage, and that no 
body of medical opinion was prepared to endorse their use 
as a prophylactic measure. The opinion has been widely 
expressed that the epidemic of influenza ‘‘has taken a 
terrible fall out of” preventive medicine. It is scarcely 
understandable how medical officers simply waited for the 
inevitable. 
Some Mental Statistics in Canada. 

6931 patients were in the hospitals for insane in Ontario in 
one recent year, which would make in proportion 20,000 for all 
of Canada. Represented in money this would be an economic 
loss to Canada annually of more than $16.300,000. While 
the exact numbers of the feeble-minded in Canada have not at 
any time been determined, in certain centres they have been, 
for in Toronto, with a population of more than 500,000, 2500 
cases have been discovered; and figuring on this basis, 
approximately there are 36,000 mental defectives in the 
Dominion. The late Dr. Gilmour, parole officer for 
Ontario, estimated that 33 per cent. of prisoners in 
Ontario institutions were mentally abnormal. The Toronto 
General Hospital psychiatric clinic, in three years, 
had 1300 mental defectives referred to it by the juvenile 
court of that city. Thus, about 40 per cent. of the total 
number of children found guilty of repeated offences 
against the law are defective delinquents. Take prostitu- 
tion at the venereal clinic in the same institution—between 


50 and 75 per cent. of all the loose women are mentally 
defective. In one institution of the city that cares for girls 
of weak moral nature 90 per cent. of one hundred odd cases 


examined were of the feeble-minded order. Of 10,000 
school children examined by Dr. Hincks, psychiatrist of the 
Board of Health, 2 per cent. were feeble-minded, and 100 
of these were guilty of evil sexual practices. 


Canadian Association jor the Prevention of Tuberculosis : 
The Eighteenth Annual Report. 

The secretary of this association (Dr. George D. Porter, 
Toronto) reports that nine years ago there were just six 
institutions in Canada for the care and treatment of the 
tuberculous. There was only one institution of this character 
west of Hamilton, Ontario, to the Pacific coast—in British 
Columbia-—with 16 beds. Now there are ten institutions 
west of Hamilton, and a proportionate growth east of that 
city to Halifax and Prince Edward Island. The total 
accommodation throughout Canada nine years ago was 
about 350 beds ; to-day it is about 3500. The association 
has abundantly justified its existence. The money spent in 
maintenance was about $150,000 per annum ; to-day it totals 
over $900,000 per annum. Some $3 000,000 have been spent 
in plants. The National Sanatorium Association was the 
pioneer organisation, and some interesting figures are given 
of it below. It has the largest number of patients. The first 
provincial sanatorium was established in Nova Scotia; and 
at Hamilton, Ontario, was erected the first local or 
county institution in all Canada. 


The National Sanatorium Association. 

The following institutions are controlled by this associa- 
tion: Muskoka Free Hospital for Consumptives, Muskoka 
Cottage Sanatorium (both near Gravenhurst, Ontario),! 
Toronto Free Hospital for Consumptives, King Edward 
Sanatorium for Consumptives, Queen Mary Hospital for 
Consumptive Children, Free Dispensary-Gage Institute, 
Toronto, the Sanatorium Club, the Weston Sanatorium Club. 
{t has been a serious problem to manage all these institutions 
‘luring the war period, owing to the advanced prices of foods 


1 Tue Lancet, 1910, ii., 1041. 


and the shortage of trained nurses. Four years ago, at the 
beginning of the war, the daily average number of patients 
in residence was 485, now it is 688. The annual expenditure 
advanced in that time from $275,000 to $510,000; a con- 
servative estimate for the present year’s requirements is 
$585,000. The per capita cost of maintenance in the 
Muskoka and Weston institutions advanced from $10.50 to 
$14.52 per week. For the present year $55,000 has been 
received from appeals to the public, and for the past hos- 
pital year the expenditure for maintenance exceeded the 
income by $52,000. The doors of these institutions are open 
to residents of the province of Ontario, and during the past 
hospital year they have cared for 1707 patients, making 
a total of 11,679 cared for in all the hospitals since 
establishment. 
Tuberculosis Toll in Canada. 

Almost as many people died in Canada of tuberculosis 
during the four years and three months of war as there were 
Canadian soldiers killed in battle in the same period. It is 
also claimed that as many civilians at home were stricken 
with the disease as the number of soldiers who went overseas. 
Dr. Harding, the secretary of the Royal Edward Institute, 
Montreal, has made this statement. During the past hospital 
year of that institution 11,000 patients had consulted the 
dispensary, and there had been 1063 new patients, of whom 
391 were found on examination to be tuberculous. Two hundred 
and forty soldiers had been treated in the military annexe, 
preparatory to being sent to Ste. Agathe Sanatorium. Some 
of these were advanced and hopeless cases, and 21 of them 
had died of the disease. 

New Military College. 

The National Cash Register Building in Toronto, which 
was purchased by the Canadian Government a short time 
ago for an orthopedic hospital, will probably be opened early in 
1919. It is to be the centre for orthopedic work in Canada 
and will also be used for teaching clinical orthopedics. It 
is to accommodate from 1500 to 2000 and is equipped with 
all modern apparatus. The hospital will have an assembly 
hall to accommodate 850. 

Toronto, Dec. 20th, 1918. 


URBAN VITAL STATISTICS. 


VITAL STATISTICS OF LONDON DURING NOVEMBER, 1918. 

In the accompanying table will be found summarised statistics 
relating to sickness and mortality in the City of London and in 
each of the metropolitan boroughs. With regard to the notified 
cases of infectious disease it appears that the number of persons 
reported to be suffering from one or other of the ten diseases 
specified in the table was equal to an annual rate of 4:0 per 
1000 of the population, estimated at 4,026,901 persons; in the 
three preceding months the rates had been 3:2, 4°7, and 5°9 per 
1000. Among the metropolitan boroughs the lowest rates_ from 
these notified diseases were recorded in St. Marylebone, Hamp- 
stead, the City of London, and Greenwich; and the highest 
rates in Bethnal Green, Poplar, and Southwark. The prevalence 
of scarlet fever was 29 per cent. lower than in the preceding 
month; this disease was proportionately most prevalent in Bethnal 
Green, Poplar, Southwark, Bermondsey, and Lambeth. The Metro- 
politan Asylums Hospitals contained 1107 scarlet fever patients at 
the end of the month, against 690, 931, and 1184 at the end of the three 

receding months; the weekly admissions averaged 146, against 101, 
ies, and 178 in the three preceding months. The prevalence ot 
diphtheria was 32 per cent. lower than in October; the greatest 

revalence of this disease was recorded in Stoke Newington, 

ackney, Stepney, Poplar, and Southwark. The number of 
diphtheria patients under treatment in the Metropolitan Asylums 
Hospitals, which had been 886, 1051, and 1155 at the end of the three 
preceding months, had declined to 1000 at the end of November ; the 
weekly admissions averaged 129, against 107,166, and 169 in the three 
preceding months. The prevalence of enteric fever declined 60 per 
cent. compared with the previous month; of the 16 cases notified 
4 belonged to the City of Westminster, 3 to Fulham, and 2 each to 
Geeseateh and Woolwich. There were 33 cases of enteric fever under 
treatment in the Metropolitan Asylums Hospitals at the end of the 
month, against 32, 43, and 56 at theend of the three preceding months ; 
the weekly admissions averaged 3, agaiust 6, 6, and 9 in the three 

receding months. Erysipelas was proportionately most prevalent in 

t. Pancras, Shoreditch, Bethnal Green, Poplar, and Bermondsey. Ot 
the 5 cases of puerperal fever notified during the month 2 belonged to 
Lambeth: 4 cases of cerebro-spinal meningitis were notified from 
Islington; and 1 of poliomyelitis from Poplar. 

The mortality statistics in the table relate tothe deaths of civilians 
belonging to the several boroughs, the deaths occurring in institu- 
tions having been distributed among the boroughs in which the 
deceased had previously resided. During the four weeks ended 
Nov. 30th the deaths of 13,061 London residents were registered, 
equal to an annual rate of 42°3 per 1000; in the three preceding 
months the rates had been 10°1, 11°4, and 27°3 per 1000. The death- 
rates ranged from 27°7 in Hampstead, 28°5 in Lewisham, 28°9 in Stoke 
Newington, and 30°8 in Woolwich to 50:0 in Poplar, 51:7 in Southwark, 
53°4 in Bermondsey, 56°5 in here and 62°0in Holborn. The 13,061 
deaths from all causes included 211 which were referred to the 
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ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING NOVEMBER, 1918. 
(Specially compiled for THe Lancst.) 


=s Notified Cases of Infectious Disease. | Deaths from Principal Infectious Diseases. | a 
CITIES AND a ao. x ile | 2 = 8. 2 
LONDON... ... .. 4,026,901 — 588 506 — 16 — 5134 11 1/191 40 —/38)1 23 
40 | 15 | 66 70 (211 07 13061 42°3 
Hammeremith ... 11492 —' 9 144,— —'—.—|1!1,—! 2/28 /}—! — | 12) 16 | 
Fulham ... ... 146,18 2% /2%/— 3 — 2] 1| 1; 2] 6! 05 545 
t. Marylebone... 3 —{| @; 28 4} 7 | 13) 18 | 
St. Pancre= ... ..| 188600'—/| 2 45 8] 1] 3} —]—! 2 [14] 10] 617 \43 
Islington... ... 297,102 32 2 —'—/10| |} a | 13] 06 | 923 
Hackney... ... ...| 196,508 31 |39;—| 1,— 54 2] 7] 2]—j| 2 | 13] 09 | 596 :39% 
— Districts : — 
yofLondon.. - - 4 1); 1) 
Bethnal Green 107,362 |—| 52 |13,— — — —|10|—'—; 7,91 1] 3] 4 | 9) | 308 
Poplar... ... ..| 14343 31 1] wiles 1] 2 | 9] | 860 
South Districts : | | 
Southwark ... ...| 167,936 6 1\/10'—'—| 3} 2 |10| o8 | 666 j517 
Bermondsey 107,63 |—| 2 —| 8;—|—]| 5@ 1/—|—| 2:—| 1 | 4] 05 | [533 
Lambeth ... ... ..., 272,083 |—| 58/27 —|—|—. 2} 6} 9/45 1] 8] 2' 1] 2 O8 | 873 
Battersea... ... 150,023 19 10 — — — —| 28 1/1) 3 | B07 | 
Wandsworth ... 300,787 |—| 2 — — — —| — 1] 1) 3} 3 | 9| O48 | 
Camberwell 230,461 — 2 1 — —, 37) 4 4} 1. —| 3 | 798 (434 
Greenwich 90,440 — 1) 5] —| 2 | 4| 06 | 279 j402 
Lewisham ... .. 161,05 15 —|—,—/| 2) 33) 27 —|—| 1] 2) 2) 1) | | 363 
Woolwich... ... ...| 131,92 10 2| — —| 2) 1/-| 2) 1,—) | 9) 09] 312 


* Including membranous croup. 


rincipal infectious diseases, and comprised 70 from infantile diarrhcea, 
6 from diphtheria, 38 from measles, 17 from whooping-cough, 15 
from scarlet fever, and 5 from enteric fever. No death from 
any of these diseases was recorded in Hampstead and only one 
in Paddington, in the City of Westminster, and in the City of London ; 
the highest rates were recorded in Hammersmith, St. Marylebone, 
St. Pancras, Holborn, and Bethnal Green. The 38 deaths from measles 
were 43 below the average numberin the corresponding period of the five 
ponies years, and included 8 each in Hammersmith and St. Pancras, 

each in St. Marylebone and Camberwell, and 3 in Kensington. 
The 15 fatal cases of scarlet fever were 6 below the average, and in- 
cluded 3 each in Southwark and Lambeth, and 2 in Hackney. The 66 
deaths attributed to diphtheria were 6 above the average, and included 
8in Lambeth, 7 in Hackney, 6 in Poplar, and 5 in Southwark. The 
deaths from whooping-cough numbered 17, and were 16 below the 
aversge; of these. 2 each belonged to Islington, Hackney, Stepney, 
Bermondsey, and Lambeth. The 5 fatal cases of enteric fever were 4 
below the average, and included 2 in Hammersmith. The 70 deaths 
from infantile diarrhoea were 67 below the average, and included 11 
in Islington, 7 each in Stepney and St. Marylebone, and 5 in Woolwich. 


In conclusion, it may be stated that the aggregate mortality from these | 


principal infectious diseases in London during November was 38 per 
cent. below the average. 
(Week ended Dec. 14th, 1918.) 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual rate of 
mortality was 16°4, against 23°7 and 19° per 1000 in the two pre- 
ceding weeks. Of the 756 deaths from all causes, 18 were classitied 
to influenza, which was also stated as a secondary cause in 108 deaths 
classified to other diseases ; in the previous week these numbers were 
24 and 165 respectively. The 322 deaths in Glasgow corresponded to an 
annual rate of 15'1 per 1000, and included 6 from infantile diarrhcea, 
4 from whooping-cough, and 2 from diphtheria. The 103 deaths in 
Edinburgh were equal to a rate of 16:1 per 1000, and included 
2 from ciphtheria and 1 from whooping-cough. 


(Week ended Dec. 21st, 1918.) 

English and Welsh Towns.—In the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 16°8 per 1000, against rates declining from 
365 to 20°2 per 1000 in the three preceding weeks. In London, witha 
pulation slightly exceeding 4,000,000 persons, the death-rate was 
6°0, or 2°2 per 1000 below that recorded in the previous week ; among 
the remaining towns the rates ranged from 4°0 in Swindon, 5°1 in 
Hornsey, and 72 in Ipswich, to 27°9 in Dewsbury, 328 in West 
Hartlepool, 41°2 in Sunderland, and 48°9 in Barnsley. The principal 
epidemic diseases caused 154 deaths, which corresponded to an 
annual rate of 0°5 per 1000, and included 52 from infantile 
diarrhcea, 47 from diphtheria, 21 from whooping-cough, 17 from 
measles, 13 from scarlet fever, and 4 from enteric fever. Diph- 
theria caused a death-rate of 1:1 in Liverpool and 2°9 in Oxford. 
The deaths from influenza, which had declined from 7557 to 1885 in 
the six preceding weeks, further fell to 1014, and included 186 in 
London, €8 in Birmingham, 55 in Manchester, 43 in Liverpool, 32 in 


Bristol, and 31 in Sunderland. There were 2 cases of small-pox, 10% 


| of scarlet fever, and 1056 of diphtheria under treatment in the 
| Metropolitan Asylums Hospitals and the London Fever Hospital ; the 


two latter were 59 below and 39 above the respective numbers remain 
ing atthe end of the previous week. The causes of 41 deaths in thc 


| 96 towns were uncertified, of which 8 were registered in Birmingham. 


6 in Liverpool, and 3 in Gateshead. 

Seotch Towns.—In the 16 largest Scotch towns, with an aggregate pop. 
lation estimated at nearly 2,500,000 persons, the annual rate of mortality 
was 14°8, against rates declining from 243 to 16°4 per 1000 in the four 
preceding weeks. Of the 683 deaths from all causes, 7 were classified 
to influenza, which was also stated as a secondary cause in 74 death 
classified to other diseases ; in the previous week these numbers were 
18 and 108 respectively. The 299 deaths in Glasgow were equal to ® 
rate of 14°0 per 1000, and included 4 each from diphtheria an: 
infantile diarrhea, and 1 from whooping-cough, The 81 deaths in 
Edinburgh were equal to a rate of 12°7 per 1000, and included 3 eac! 
from scarlet fever and whooping-cough, and 1 from diphtheria. 

Irish Towns.—The 145 deaths in Dublin corresponded to an annual 
rate of 18°9, or 3:1 per 1000 below that recorded in the previous 
week, and included 14 from influenza, 2 from infantile diarrhcea, and 1 


| from measles. The 145 deaths ip Belfast were equal to a rate of 19° 


| 


per 1000, and included 2 from infantile diarrhoea and 1 from diphtheria 
(Week ended Dec. 28th, 1918.) 


English and Welsh Towns.—In the 96 English and Welsh towns, witb 
an aggregate civil — estimated at 16,500,000 persons, the 
annual rate of mortality, which had declined from 36 5 to 16°8 in the 
four preceding weeks, further fell to 14°8 per 1000. In London, wit! 
a population slightly exceeding 4,000,000 persons, the death-rate was 
13°8, or 2°2 per 1000 below that recorded in the previous week ; among 
the remaining towns the rates ranged from 60 in Darlington, 7°3 i) 
Enfield, and 7°6 in Ilford, to 26°1 in Sunderland, 27°3 in Bootle, 28°2 i: 
Bury, and 45°7 in Barnsley. The principal epidemic diseases cause: 
137 deaths—the lowest number recorded in any week of th: 

ear; this number corresponded to an annual rate of 04 per 

000, and included 45 from infantile diarrhcea, 35 from diphtheria 
22 from measles, 18 from whooping-cough, 13 from scarlet fever, an: 
4 from enteric fever. The deaths from influ nza, which had steadil\ 
declined from 7557 to 1014 in the seven preceding weeks, further fell t 
581, and included 95 in London, 44 in Liverpool, 39 in Manchester 
25 in Birmingham, aud 24 in Barnsley. There were 2 cases of smal]-po» 
1101 of scarlet fever, and 1105 of diphtheria under treatment in th« 
Metropolitan Asylums Hospitals and the London Fever Hospital! 
the two latter were 71 and 49 above the respective numbers remaining 
at the end of the previous week. The causes of 38 deaths in the 
98 towns were uncertified, of which 10 were registered in Liverpool, 
in Birmingham, and 3 in Gateshead. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2.500,000 persons, the annual rate © 
mortality was 16'l, against rates declining from 243 to 14'8 per 1600 ir 
the five preceding weeks. Of the 744 deaths from all causes, 6 wer: 


classified to influenza, which was also stated as a secondary cause |! 
(Continued at foot of next column.) 


= 
of 
Li 
R 
al 
ti 
bd 
1 


— 


1000 living 


THE LANCET, | 


THE WAR AND AFTER. 


[Jan.4,1919 4] 


Che ar and After. 


DEMOBILISATION OF THE BRITISH RED Cross. 

We have received from Sir Arthur Stanley, chairman 
of the Joint War Committee of the British Red Cross; 
Lord Plymouth, vice-chairman of the Joint Committee ; Sir 
Robert Hudson, chairman of the Joint Finance Committee ; 
and Mr. E. A. Ridsdale, chairman of the Central Demobilisa- 
tion Board, a statement on the financial position of the Red 
Cross, which begins to be demobilised with the New Year. 
fhe signatories ask that all collections in this country may 
be wound up and remitted to the Joint War Committee by 
the end of January, and those from overseas not more than a 
month later. The annual report of the Finance Committee 
will appear shortly. 


THE CASUALTY LIST. 
THE names of the following medical officers appear among 
the casualties announced since our last issue :— 
Died. 

Capt. H. R. Lawrence, M.C., South African M.C., qualified 
at Edinburgh in 1908, and was in practice at Newlands, 
Cape Province, South Africa, when war broke out. He 
at once volunteered for service, which he did in German 
South-West Africa, in England, and in France. He died 
in France of pneumonia. 

Capt. A. J. Milne, South African M.C., qualified at Aberdeen 
in 1901, and was at one time M.O.H.of Mauritius. At 
the time of joining the Expeditionary Force he was 
acting M.O.H. of Johannesburg. 


Wounded. 
Lieut. M. 8S. Ullah, I.M.S. 


CASUALTIES AMONG THE SONS OF MEDICAL MEN. 
The following additional casualties among the sons of 
medical men are reported :— 

Capt. H. R. Lawrence, M.C., South African M.C., died from 
yneumonia, only son of ‘the late Dr. T. G. Lawrence, of 
xyeorge, 8S. Africa. 

Lieut. E. A. F. Hawke, Royal Field Artillery, died at 

—" son of Dr. E. D. H. Hawke, of Shortlands, 


Flight Capt. E.R. H. Beaman, R.A.F., killed in an aero a 
collision, son of the late General ‘. H. Beaman, I. 


THE Honours LIST. 

A long list of promotions and awards for valuable services 
rendered in connexion with military operations in the field 
and in connexion with the war was issued on Wednesday. 
We give here some of the awards to medical officers, and the 
remainder will be given in our next issue :— 

K.C.B. (Military Division). 
a (temp. Lt.-Gen.) C. H. Burtchaell, C.B., C.M.G., K.HLS., 


C.B. (Military Division). 
an 1.C. A Young, C.M.G., A.M.S.; Temp. Col. A. Fullerton, C.M.G., 
A.M.S.; Temp. Col. H. A. Ballance, A.M. S.; Col. T. P. Jones, C.M.G., 
A.M.S.; Maj.-Gen. R. C. Munday, R.A.F. 


LB. (Civil Division). 
Surg.-Capt. W. G. Axford, R.N. ; Surg.-Capt. A. S. Nance, R.N. 
K.C.M.G. 
Surg. Rear-Admiral G. Welch, C. a 


C. 

Temp. Col. (Maj., R. 4.M.C.) G. i “Gask, D.S8.0., A.M.S.; Col. J. Poe, 
D.8.0., A.M.S.; Temp. Col. J. A. Nixon, A. M.S.; Temp. Col. (Lt.-Col., 
F.) W. Hume, A.M.S.; Lt. Col. W. Clayton, T.D.. 
R.A.M.C., T.F.; Lt.-Col. (temp. Col.) A. J. MacDougall, RA.M.C.; 
Lt.-Col. (temp. Col.) H. @. Martin, R.A.M.C.; Lt.-Col. (temp. Col.) 
S. de C. O'Grady, D.S.O., R.A.M C.; Lt.-Col. (temp. Col.) H. Herrick, 
D.S.0., R.A.M.C.; Lt.-Col. (temp. Col.) H. S. Roch, D.S.O., R.A.M.C.; 


(Continued from preceding column.) 

50 deaths classified to other diseases; in the previous week these 
numbers were 7 and 74 respectively. The 355 deaths in Glasgow corre- 
sponded to an annual rate of 16 6 per 1000, and included 8 from whoop- 
ing-cough, 6 from diphtheria, 3 from infantile diarrhcea, and 2 from 
scarlet fever. The 94 deaths in Eginburgh were equal to a rate of 
14°77 per 1000, and included 5 frém whooping-cough and 1 from 
diphtheria. 
Irish Towns.—The 156 deaths in Dublin corresponded to an annual 
rate of 20°4, or 15 per 1000 above that recorded in the previous week, 
and included 9 from influenza,4 from infantile diarrhcea, and 1 — 
measles. The 146 deaths in Belfast were equal to a rate of 19°4 


Temp. Hon. Lt.-Col. H. oe R.A.M.C. ; Temp. Maj. (acting Lt.-Col.) 
J. O.B. A.M.C.; Col. R. P. Wright, D.S.0., Canadian 
Ss. pate Canadian A.M.C.; Lt.-Col. J. F. 
Kida. M.C.; Col. J A. Dick, Australian A.M.C.; Lt.-Col. 
Cc. J. Martin, Australian A.M.C.; Col. D. J. McGavin, D.S.O., 
N. Zealand M.C.; Lt.-Col. D. N. W. Murray, DS.O., N. Zealand M.C. : 
Surg.-Comdr. R. D. Jameson, R.N.; Surg.-Comdr. H. Burniston, R. N. 
K.B.E. (Military Division). 
Temp. Col. Sir A. E. Wright, Kt., C.B., F.R.S., A.M.S.; Col. (temp. 
Maj.-Gen.) S. Hickson, C.B., A.M. 3. 


MENTIONED IN DESPATCHES. 
The names of the following medical officers are men- 
tioned for distinguished and gallant services and devotion 
to duty in a despatch, dated Nov. 8th, 1918, received from 
the Commander-in-Chief of the British Armies in France :— 


ARMY MEDICAL SERVICE: STAFF. 

Lt.-Col. (temp. Col.) H. P. W. Barrow, ve M.G., D.S.0., R.A.M.C. ; 
Lt.-Col. (temp. Col.) W. Bennett, D.S.O., R.A.M. C.; Col. E. W. Bliss, 
C.M.G., D.S.0.; Capt. and Bt. Maj. ele Maj.) i. G. Beurdillon, 
DS.O., M.C., R.A.M.C.; Lt.-Col. (temp. Col.) G. W. Brazier-Creagh, 
C.B., O.M.G., R.P.; Lt. -Col. (temp. Col.) B. B. Ye D.S.O.; 
Maj.-Gen. (temp. Lt. ‘Gen. )C. H. Burtchaell, C.B., C.M.G 

Maj.-Gen. H. Carr, C.B.; Capt. (acting Maj. s. J. Clegg. R.A.M.C. 
(T. Fi Lt.-Col. (temp. Col.) H. Collinson, C.M. G., D.S R.A.M.C. 
(T.F.) 

Capt. (acting Maj.) R.A.M.C. (T.F.); Capt. (acting 
Maj.) T. I. Dun, M.C., 

Capt. and Bt. Maj. 2G. W. Ellis, R.A.M.C, (T.F.); Lt.-Col. 
(temp. Col.) O. W. A. Elsner, D.S.O 

Lt.-Col. (temp. Col.) H. B. Fawcus, C.M.G., D.S.0.; Lt.-Col. ro. 
Col.) T. Fraser, D 3.0., Lt.-Col, (temp. Col.) R. S. H. 
Fuhr, C.M.G., D.S.O., R.A.M.C. 

Lt.-Col. (temp: Col.) J. s  Gallie, C.M.G., D.S.O ; Maj. (temp Col.) 
G. K. Gask, D.3.0.; Capt. (acting Maj.) G. F. P. Gibbons, R.A.M.C. 
(3. (3.5 Col. H. W. Grattan, D.S.0.; Temp. Capt. A. H. Greg, 


-Col. (temp. J. A. Hartigan, C.M.G., D.S.O., R.A.M.C.; 
Lt.-Col. (acting Col.) H. Herrick, D.S.0.; Lt. ‘Col. (acting Col.) H. 
Hewetson, D.S.O., R.A.M.C. ; Col. (temp. Maj. Hickson, C.B.; 
Maj. (temp. Lt. Gol.) F. D. G. Howell, D.S.O., M.C.; Col. W. E. 
Hudleston, C.M.G., D.S.O 

Col. (temp. Maj.- ‘Gen. A. Sir J. M. Irwin, K.C.M.G., C.B. 

Col. T. P. Jones, C.M.G 

Lt.-Col. (temp. Col.) L. N. — = C.M.G., D.S.O. 

Lt.-Col. (temp. Col.) A. J acDougall; Capt. (acting Maj.) K. . 
Marsh; Lt.-Col. (temp. Col.) H. G. Martin ; Lt.-Col. (temp. Col.) F 
McLennan, R.A.M.C.; Temp. Capt. (acting Maj.) L. Meakin; Col. 
(temp. Maj.-Gen.) S. G. Moores, C.B., OMG. 

Capt. (temp. Col.) J. A. Nixon. 

Col. D. M. O'Callaghan, C.M.G.; Capt. (acting Maj.) B. Odlum, 
R.A.M.C.; Lt.-Col. (temp. Col. ) §. de C. O'Grady, D.S.O. ; -Gen. 
Sir M. W. O'Keeffe, K.C.M.G., C.B.; Lt.-Col. and Bt. Col. G. J. A. 
Ormsby, D.S.O., R.A.M.C. 

Capt. (acting Maj.) M. W. Paterson, M. 2 R.A.M.C. (S.R.); Col. 
R. H. Penton, D.S.O., R.A.M.C. ; Col. ‘oe, D.S.O.; Lt.-Col. 
Col.) J. Powell, D.S.O. ; Col. C. Ww. Profeit, ror OM. G., D. ‘s. O.; Col. ny. 
Prynne, D.S.0., R.A.M.C. 

Capt. a! Maj.) A. L. Robertson; Lt.-Col. (temp. Col.) H. S. 
Roch, D.S.U., R.A.M.C.; Maj. (temp. Col.) \D. Rorie, D.S.0.; Capt. 
(acting Maj.) Ww aT Rowell ; Maj. and Bt. Lt. -Col. (temp. Lt. -Col. ) RB. 
Ryan. C.M.G., D.S.O. 

Lt. Col. Col.) A. H. Safford; Maj. G. F. D.S.O. ; 
R.A.M.C.; Lt.-Col. (temp. Col.) J. P. Silver, D.S.O., R.A.M.C. ; Col. 
E. W. Slayter, C.M.G., D.3.0.; Temp. Capt. (acting Maj. .) ‘is Ww. Smith ; 
Temp. A. B. Soltau, C.M. Lt.-Col. R.A.M.C. (T.F 

Col. St. C. Thom. C.B., C.M.G. ; Lt.-Col. faalate, Col.) A. G. 
Thompson, C.M.G., D.S.O.; Maj. -Gen. H. N. Thomp:on, C.B., C.M.G., 
(temp. Maj. Gen. ) J. Thomson, C.B.; Col. H.S. 


Capt, Maj.) J. M.C., R.A.M.C. (S.R.); Capt. (acting 
Maj.) W. L. Webster; Lt.-Col. (temp. Col.) B. F. Wingate, D.S.O., 
R.A.M.C.; Capt. (temp. Maj.) a. right, D.S.O. 

Col. C. é. Young, C.M.G. 

CONSULTANTS. 


mor Col. H. ‘ Ballance; Temp. Maj.-Gen. Sic J. R. Bradford, 

K.C.M.G., C.B., F.R.S.; Temp. Col. A. Fullerton, C.M.C.; Temp. 
Maj -Gen. Sir W. P. Herringham, C.B.; Temp. Lt.-Col. G. M. Holmes, 

C.M.G.; Temp. Col. W. E. Hume; Temp. Col. W. T. Lister, C.M.G. ; 
Temp. Maj. (acting Lt.-Col.) H. MacCormac ; + ee Col. S. M. Smith, 
C.B.; Temp. Col. Sir A. E. Wright, C.B., F.R. 

ROYAL ARMY MEDICAL ante. 

Lt.-Col. W. J. P. Adye-Curran; Temp. Capt. (acting Maj.) J. 
Alexander; Capt. (acting Maj.) J. A. Andrews, M.C.; Temp. Capt. 
— age W. B. G. Angus, M.C.; Temp. Capt. (acting Maj.) 

S. Arkle 

Temp. Lt.-Col. J. L. Birley; Temp. Capt. (acting Maj.) A. J. Blake, 
M.C.; Capt. and Bt. Maj. (acting Lt.-Col.) H. H. Blake; Temp. Capt. 
W. H. Blakemore; Temp. Capt. (acting Maj.) L. R. Broster ; Temp. 
Capt, (acting Lt.-Col.) L. G. Brown, M.C,; Maj. and Be. Lt.-Col. (acting 
sn C. G. Browne, D.S.O.; Maj. (temp. Lt.-Col.) R. A. Bryden, 

5.0. 

Temp. Hon. Lt.-Col. H. Cabot ; Capt. (acting Maj.) N. Cantlie, M.C. ; 
Maj. (acting Lt.-Col.) J.C. G. Carmichael; Temp. Capt. H, H. Carter ; 
Capt. (acting Lt.-Col.) F. Casement, D.S. 0.; Temp. — (acting Maj ) 
R. Charles; Temp. Capt. T. Clapperton; Temp. Capt. N. A. Coward ; 
Temp. Capt. R. L. Crabb ; + Bang Capt. R. Crothers. 

Temp. Lt.-Col. J. Dalrymple, O.B.E.; Temp. Capt. (acting Maj.) 
W.S. Danks; Maj. (temp. Lt.-Col.) H. A. Davidson, D.8.0.; Temp. 
Maj. R. Dick; Temp. Maj. W. 5S. Dickie; Temp. Capt. F. Dillon ; 
Ma). (temp. hon. Lt.-Col.) G. Dreyer. 

oak (acting Lt.-Col.) C. T. Edmunds ; Temp. Capt. R. F. Eminson, 


1000, and included 2 from infantile diarrhoea and 1 from diphtheria. 


D.S.0.; Temp. Capt. J. E. English; Capt. (acting Lt.-Col.) T. S. 
Eves, D.S.O. 
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Lt.-Col. (acting Col.) F. G. FitzGerald, D.S.O.; Capt. W. Foot, M.C.; 
Maj. (acting Lt.-Col.) W. H. Forsyth ; Maj. J. R. Foster ; Temp. Maj. 
T. M. Frood. 

Temp. Capt. D. S. Graham; Temp. ae. Pa Se Lt.-Col.) G. D. 
Gray ; Temp. Capt. H. A. Grierson ; Capt. J 

Temp. Hon. Capt. F. Hall; Maj. (temp. Lt. “Col. Pp. J. iogete, 


D.S.0.; Temp. Capt. C. G. "Harmer ; 
Hartgill, M.C.; Maj. (temp. Lt.-Col.) T Harty, $.0.; Temp. 
Capt. (acting Maj. ) J. H. Hebb ; Capt. (acting Lt. Oak). Helm, M.C.; 
Temp. Capt. W. J. Henry; Temp. Capt. 8. P. Hodkinson ; Temp. Hon 
Maj. T. Houston; ‘Capt. (acting Lt.-Col.) I. R. Hudleston ; Temp. Capt. 
J.B. Hunter, M C. 

Temp. Capt. (acting Maj ) R. C. Irvine. 

Temp. Capt. T. B. Johnstone. 

Temp. Capt. (acting Maj.) N. McD. Keith; Maj. (temp. Lt.-Col.) 
H. B. Kelly, D.8.0.; Temp. Capt. M. J. Kelly; Temp. Capt. L. 
Kilroe; Temp. Capt. G. B. King; Temp. Capt. (acting Maj.) A. E 
Knight, M.C. 

Temp. Capt. G. D. Laing; Temp. Capt. R. D. Laurie; Temp. Capt. 
L. R. Lemprieie; Temp. apt. P. R. Lowe; Temp. Maj. 's. G. Luker ; 
Temp. Capt. J. Lumb. 

Temp. Capt. (acting Maj.) R. B. Macfie; Capt. K. P. Mackenzie; 
Temp. Capt. (acting Lt -Col.) K. W. Mackenzie, D.S.O., M.C. ; Temp. 
Capt. Malloch; Temp. Maj. (acting Lt.-Col.) E. H. Marshall, D.S.O. ; 
Temp. Capt. A. E. S. Martin; Temp. Capt. (acting = ) A. Massey ; 
Temp. Capt. (acting Maj.) R. Massie; Maj. (tem Le -Col.) F. A. 
McCammon, M.C.; Temp. Capt. J. McDonnell, Temp. oe 
J. P. McGreehin ; Temp. Capt. J. B. P. McLaren; 
McLeod; Temp. Capt. K. C. Middlemiss ; Temp. Capt. E. 
Milligan; Temp. Capt. W. Moodie; Temp. Capt. (acting Lt. *Col) vf 
Moore, D.8.0., M.C. (died _of wounds); Temp. Capt. J. Morris ; 
Capt. (acting Maj.) W. G. "(acting Lt. -Col.) C 
Myles, 0.B.E. 

‘emp. Capt. G. E. E. Nicholls. 

Maj. (acting Lt.-Col.) E. M. O'Neill, D.S.O. 

Temp. Capt. (acting Maj.) M. P. Paton, M.C.; Maj. (temp. yy 
H.S. Peeke; Temp. Capt. E. I. P. Pellew; Capt. H. M. J. Perry; 
Temp. Capt. H. J. Temp. Capt. A. Pinniger; Capt. 
(acting Lt -Col.) L. T. Poole, D.S.v., rt rsd ; Temp. Capt. A. V. Poyser; 
Capt. (acting Lt.-Col.) R B. Price, D.S 

Temp. Capt. A. C. Reid; Temp. —— (acting Maj.) A. Richmond, 
M.C.; Maj. M. B. H. Ritchie, D.S.O.; Temp. Capt. (acting Maj.) T 
Ritchie ; Som. Capt. (acting Maj. ) J.B. Hh. Roberts; Maj. (actin Lt.- 
Col.) T. T. H. Robinson ; Temp. Capt. (acting Maj.) R B. Roe ; Temp. 
Capt. H. A. Ronn ; Temp. Capt. (acting Maj.) 8. J. Rowntree. 

Temp. Capt. S. H. Scott; Capt. (acting Lt -Col.) T. H. Scott, D.S.O., 
M.C.; Temp. Capt. (acting Maj.) K. J. Selby; Temp. Capt. W. Fr. 
Shanks; Lt. (temp. Capt.) F. R. 8. Shaw, M.C.; Temp. Capt. (acting 
Lt.-Co).) L. D. Shaw, D.S.0.; Temp. Capt. F. N. Stewart, D.s O., 
M.C. ; Temp. Capt. J. ya Stewart, D.S < M.C. ; Capt. (acting Lt.- -Col.) 
C. H: Stringer, D.S.O.; Tem <> Capt. C. E. Sundell ; Temp. Capt. 
(acting Lt.-Col.) R. Svensson, 

Maj. (acting Lt -Col.) R. G. & Tate; Capt. EB. S. Taylor; ou. 
(acting Lt.-Col.) G. P. Taylor, D.S.O., M.C.; Temp. cn 
Townsend ; Temp Lt.-Col. C. J. Trimble, C.B., C.M.G., 

Maj. (acting Lt -Col.) T. B. Unwin. 

Temp. Capt. (acting Maj.) R. J. Vernon. 

Capt. and Bt. Maj. A. Walker, D.S.O.; Temp. Capt. K. M. Walker ; 
Temp. Capt. H. H. — ii: C. F. White; Temp. Capt. R. W. 
Willcocks ; Temp. > L. Williams, D.S.O., M.C.; Temp. Capt. 
(acting Maj.) H. G. Willis, 'D.S.0., M.C. ; Temp. Capt. (acting Mai.) 
H. B. Wilson ; Hon. Capt. W. Wilson ; Temp. 
Maj.) F. B. Winfield ; Temp. a. . 8. Woods; Temp. Hon. Lt Hw 
Woodward ; Capt. (acting Lt.-Col. )F. Worthington, D.S.O. 

ROYAL ARMY MEDICAL ~ (S.R.). 

Maj.) R. P. Ballard, M.C.; Capt. w. 

C. ; Capt. -.)J.H. .C. ; Maj G.H. 
Best ; D. Child a W. Darling, M.C.; Capt. (acting 2. 
D. ey MC. Capt. Gamble; Capt. (acting Maj.) C. 
Capt. (acting B. Goldsmitn ; Capt. (acting Lt. 
C.J. A. Griffin; Capt. G.G. Jack; Capt. A. Laurie ; Capt. (acting 
me. ) G. Marshall ; Maj. (acting Lt. -Col.) 8. G. McAllum ; Capt. (actin, 

Lt.-Col.) W. McK. H. McCullagh, D.S.O., M.C.; Capt. (acting Maj 
Ww. C. B. Meyer; Capt. (acting Lt.-Col.) K. D. Murchison, .8 O.; 
by t. (acting Lt.-Col.) C. M. Page; Capt. (acting Lt.-Col.) A. T Pitts, 

.O.; Capt. (acting Maj.) H. D. Rollinson ; Capt. BE. S. Rowbotham ; 
Capt (acting Maj.) A. L. Shearwood ; Capt. (acting Maj.) J. C. Spence, 
M.C. ; Capt. (acting Maj.) L. W. O. Taylor; Capt. (acting Lt. ‘Col,) W. 
Tyrrell, D.S.0.,M.C.; (acting Maj. ) W. W. Wagstaffe ; Capt. 
Lt.-Col.) J. H. Ward. D ,M.C.; Capt. (acting Maj.) Cc. +B. Way, 
M.C.; Capt. C. O. J. Young, M.C. 


ROYAL ARMY MEDICAL CORPS (T.F.). 
a (temp. Maj.) H. C. Adams; Capt. (acting Lt.-Col.) E. Alderson, 


Sant. (temp. Lt.-Col.) J. Barkley: Capt. Pee. Maj.) C. B. Baxter; 
(acting Lt.-Col.) W. D.S.O.; Maj. H. D'A. Blumberg, 
Capt. (acting Maj.) W. Briggs ; Capt. A. 8. Bruzaud; Capt. 
(acting Lt.-Col.) R. Burgess, M.C.; Capt. (acting Maj.) H. Burrows; 
W. Burton. 
aj. (acting Lt.-Col.) A. Callam; Capt. J. Chalmers; Lt.-Col. W. K. 
Clayton, T.D.; Capt. (acting Maj.) H. D. Clementi-Smith ; Capt. 
(acting Lt.-Col.) L. D. B. ow, OE s (acting Lt.-Col.) J. M. A. 
Costello, M.C.; Maj. (acting Col . Cox ; Capt. (temp. Lt.- 
Col.) H. H. B. Cunnin a7 
oan (acting Maj.) (acting Lt.-Col.) H. K. Dawson, 
D.S.O. ; Capt. (acting Lee Cal) F . G. Dobson; Capt. (acting Maj.) H. 
Drummond. 
Capt. (temp. Lt -Col.) C. W. Bam 
Capt. (acting Maj.) R. V. Favell; t. (acting Maj.) N. 
Capt. footing Maj.) D. KE. Finlay ; Capt v. Finzi ; 


Maj.) M. G. Foster ; (acting Lt. )J.H Capt. 


(acting Maj.) W. D. Frew. 
Maj. W. H. G lNoway; Capt. N. Gebbie ; (acting Maj.) J. 
Graham ; Capt. (acting . -Col.) F. L. A. Greav 
Capt. (acting Major) T. W. Hancock ; Capt. (acting bev F. 
Hauxwell; Maj. (temp. Lt.-Col.) A. R. Henchley, D.8.0.; Lt.-Col. 
F. W. te! Lt.-Col. (temp. Col.) C. H. Howkins, D.S.O 
Jackson ; Capt. R. Jacobs (killed in action) ; Capt. A. E. 


Capt. (acting Maj.) N. W. —— 

_—_ (acting Lt.-Col.) C. Lauder, M.C.; Capt. H. Lightstone, 
D.S.O., M.C. ; Capt. (acting wee B. Low, M.C. 

Capt. (temp. Lt.-Col.) J. MacMillan, M.C.; Capt. S. A. S. Malkin; 
Capt. (acting Maj.) T. B. McKee; Temp. Capt. (acting Maj.) A. 
oe Capt. (acting Maj.) W. H. Morrison; Maj. A. R. Murray. 

Capt. J. C. Newman. 

Capt. H. D. Pickles, M.C. ; Capt. aa Maj.) H. B. Pope; Maj. 
(temp. Lt.-Col.) T. P. Puddicombe, D.S 

Capt. J. Ramsay; Capt. S. aa, ‘Maj. (temp. Lt.-Col.) H. B. 
Roderick. 

Capt. F. W. Schofield; Capt. (acting Lt.-Col.) D. J. Scott, M.C.: 
Gum (acting Lt.-Col.) H. Seddon ; Maj. (acting Lt.-Col.) J. H. Stephen ; 
Ma). (temp. Lt.-Col.) W. G. Sutcliffe. 

Capt. A. White ; Maj. a T -Col.) G. F. Whyte; Maj 
Lt.-Col.) P. G. Williamson, : 

Wolstenholme. 
Capt. (acting Lt.-Col.) J. Young. 
CANADIAN ARMY MEDICAL CORPS. 

Maj. (acting Lt.-Col.) W. A. G. Bauld; Lt.-Coi. R. A. Bowie; Lt.- 
Col. K. R. Brown; Capt. M. G. Brown; Lt.-Col. P. G. Brown; Maj. 
J. F. Burgess; Lt.-Col. S. Campbell; Capt. G. F. Denyes; Lt.-Col. 
A. S. Donaldson, DS.O.; Hon. Capt. J. A. Dougan; Capt. (acting 
Maj.) G. J. Gillam ; is J. Graham; Capt. S. E. Holmes ; Lt.-Col. 
J. F. Kidd; Capt W. J. MacKenzie ; Capt. T. A. Malloch; Lt. C. B. 
Maxwell ; Maj. R. J. McEwen; Maj. dD. W. Mc Kechnie, D.S.O.; 
Lt.-Col. H. E. Munroe; Lt.-Col. T. J. F. Murphy, D.S.O.; Maj. H. 
Orr; Maj S. G. Ross, D.S.O., M.C.; Lt.-Col. E. Seaborn ; Capt. A. H. 
Veitch; Lt.-Col. C. W. Vipond; Caps. R. EK. A. Weston ; ae A 
Whitmore (died of wounds); Maj. (acting Lt.-Col.) J. H. Wood 


AUSTRALIAN ARMY MEDICAL CORPS. 

Maj. A. W. H. a’Court; Maj. H. I. Carlile; Lt.-Col. R. W. Chambers ; 
Maj. J. Collins, D.S.0., M.C.; Lt.-Col. W.E.L Crowther; Col. 
J. A. Dick; Lt -Col. (temp. Col.) T. P. Dunhill; Maj. C. N. Finn : Lt.- 
Col. H. K. Fry, D.S.0.; Lt.-Col. A. H. Gibson; Capt. A. J. de § 
Howard ; Lt.-Col. A. F. Jolley; Maj. F. D. BH. B. Lawton; Maj. (temp. 
Lt.-Col.) F. N. Le Messurier, D.S.0.; Maj. @. B. Lowe ; Lt.-Col. G. W. 
MacArtney; Maj. (temp. Lt.-Col.) A. F. MacLure; Lt.-Col. C. J. 
Martin, F.R.S.; Maj. A. McKillop; Maj. J. B. Metcalfe, D.S.O., M.C. 
(died of wounds) ; Maj. C. Moriet ; Maj. W. A. Morton; Maj. J. D. 
Norris; Capt. S. V. O’Regan. M.C. ; Maj. V. W. Savage: Maj. W. C. 
Sawers; Maj. (temp. Lt.-Col.) V. O. Stacy ; ; Maj. D. MacD. Steele, M.C. : 
Maj. R. St. C. Steuart; Maj L. G. Tassie, D.S.O.; Lt.-Col. W.G. D: 
Upjohn; Maj. F. L. Wall, M.C.: Lt.-Col. A. M. Wilson, D.S.O. 


NEW ZEALAND MEDICAL CORPS. 

Maj. F. T. Bowerbank ; Lt. -Col. G. Craig; Maj, E. L. Marchant ; 
Col. ib. J. MeGavin, D.S.O. ; Lt.-Col. H. J. McLean; Lt.-Col. D. N. W. 
Murray, D.S.O.; Capt. Simcox. 

SOUTH AFRICAN MEDICAL CORPS. 
Capt. (acting Major) H. R. Mullins; Maj. Id. S. Power, D.S.O. 
AMERICAN MEDICAL CORPS. 
Lt.-Col. R. H. Harte, Harvard Unit; Maj. R.1I. Lee, Harvard Unit. 


. (acting 
Capt. (acting Lt.-Col.) T. B 


OBITUARY OF THE WAR. 


DENIS COTTERILL, M.B., Cu.B. Epin., F.R.C.S. Epty., 
CAPTAIN, ROYAL ARMY MEDICAL CORPS. 


Captain D. Cotterill, who died of pneumonia following 
influenza on Dec. 2nd, at the age of 37 years, was eldest son 
of Lieutenant-Colonel J. M. Cotterill, C.M.G., consulting 
surgeon to Edinburgh Royal Infirmary. Educated at the 
Edinburgh Academy, he went on to Christ’s College, Cam- 
bridge, where he spent two years in medical study. He 
completed his curriculum 
in Edinburgh, gaining 
distinction in pathology 
and surgery, and gradu- 
ated in 1906. In 1910 
he was elected a Fellow 
of the Royal College of 
Surgeons, Edinburgh, 
and took his seat as a 
Fellow during his father’s 
occupancy of the pre- 
sidential chair. He was 
house surgeon under the 
late Professor Annan- 
dale, and on the Con- 
tinent and in London 
and Liverpool studied 
surgery, especially in its 
orthopedic aspects, in 
which he intended to 
specialise. On his return 
to Edinburgh Captain Cotterill began practice as a surgeon, 
acted as tutor in clinical surgery, and in 1913 was appointed 
an assistant surgeon to the Royal Infirmary. 

In November, 1914, he went to France and was attached 
to No. 11 Stationary Hospital at Rouen, where he worked 
for some time, maintaining a high standard of surgical 


work. Later he resigned his appointment at Rouen,‘joined 
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the R.A.M.C., and was appointed to No. 50 Casualty Clearing 
Station, where, during the early days of the great advance 
and subsequent fighting, his unit was often working day 
and night without cessation. Captain Cotterill married in 
1908 Miss Emily Roberts, and leaves a widow and two sons. 


HERBERT GEORGE FLAXMAN SPURRELL, M.A., 
M.B., B Cu. OxF., 


CAPTAIN, ROYAL ARMY MEDICAL CORPS. 


Captain H.G. F. Spurrell, who died of pneumonia at the 
19th General Hospital, Alexandria, on Nov. 8th, at the age 
of 41 years, was only son of the late Herbert Spurrell, of 
Eastbourne. Educated at Merton College, Oxford, where he 
gained the Welsh Memorial Prize in 1901 and took the M.A. 
degree, he qualified in 1907 from the London Hospital, 
taking the Diploma of the London School of Tropical Medicine 
in 1912. He was then Assistant Professor of Physiology at 
the University of New Orleans for a year, and held medical 
appointments in West Africa and South America, where he 

indulged a passion for 
scientific research and 
discovered several new 
zoological species. One 
of these was a new 
species of West African 
rodent, Anomalurus 
imperator, a type of 
which he _ presented, 
together with a number 
of other rare and in- 
teresting West African 
mammals, to the British 
Museum. Whilst in 
Colombia he continued 
his zoological research, 
and during the first 
few months of his 
stay in the Choco 
brought together a 
series of batrachians 
and reptiles which 
A further 


he presented also to the British Museum. 
important series of these animals was collected and 
presented by him in 1914, and in 1915 he discovered 
and presented a new limbless reptile (Amphisbena spwrreili) 


and a new snake (Herpetodryas vicinus). In recog- 
nition of his work he was awarded the silver medal of 
the Zoological Society. On his return from Colombia in 
1915 he was sent abroad by the Government on a secret 
mission, and in 1916-17 acted as Temporary Medical Officer 
at Obussi, 8. Ashanti. In 1917 he took a commission in the 
R.A.M.C, and was employed on the R.A.F. Medical Board 
until his death. Besides his scientific monographs Captain 
Spurrell wrote a book on social evolution, entitled ‘‘ Modern 
Man and His Forerunners,” and a popular work on 
physiology. 


Major D. D. Jamieson, M.C., A.A.M.C., who met his 
death as the result of an aeroplane accident which occurred 
on July 18th, at the age of 39 years, was born at Kew, 
Melbourne. Educated at Hawthorn Grammar School, he 
graduated in medicine and surgery at Melbourne University 
in 1905, and practised at Perth, Fremantle, and Laverton 
Hospitals, and at Katoomba, N.S.W., and Stawell Hospital, 
Victoria. He joined the A.I.F. in July, 1915, and served 
for a short time in England before proceeding to Egypt. On 
his arrival in 1916 he joined the 2nd Light Horse Field 
Ambulance, and was awarded the Military Cross for gallantry 
and devotion to duty in the field at the Bir-el-Abd battle in 
September, and was mentioned in despatches. He acted 
as adjutant and was with his Brigade during all its 
operations in Sinai. In 1917 Major Jamieson was trans- 
ferred to the 8th Light Horse as R.M.O., and remained with 
them until he proceeded to Port Said to await transport duty 
to Australia, where he met with the accident which resulted 
in his death. He was promoted to the rank of Major in 
November, 1916. He was associated with the 2nd Brigade 
and the 8th Light Horse Regiment in all the main engage- 
ments the Light Horse had undertaken since crossing the 
Suez Canal. 


Obituary. 


NOTTIDGE CHARLES MACNAMARA, F.R.C.S. ENG., 
F.R.C.8. IREL., 
CONSULTING SURGEON TO THE WESTMINSTER HOSPITAL. 

Mr. N. C. Macnamara, who died on Nov. 21st, after a 
brief illness, at the advanced age of 86, retained to the end 
his keen and penetrating interest in life. He was a student 
at King’s College, London, qualified with the Membership 
of the Royal College of Surgeons of England in 1854, and 
became almost immediately an assistant surgeon in the East 
India Company’s service. On arrival in India he took charge 
of the First Bengal Fusiliers and before he had been many 
weeks at Dinapur was called upon to grapple with an 
appalling outbreak of cholera with only a few coolies to help 
him. Cholera remained for long a chief interest with him, 
and his ‘‘ History of Asiatic Cholera” went through several . 
editions and was translated into various languages. In the 
following two years Macnamara served in the Sonthal 
rebellion, and during the Indian Mutiny was officer of the 
Tirhut Volunteers until he was placed by the Viceroy in 
charge of the captive King of Oude. Later he became civil 
surgeon of Mirzapur and professor of ophthalmic surgery in 
the Calcutta Medical College. His ophthalmic work gained 
him widespread recognition, and the natives on whom he 
operated regarded him with veneration, while he was able 
to carry out in the face of great difficulties the desire 
of his heart to establish an ophthalmic hospital for 
the native poor of Calcutta. In 1866 he published a 
volume of lectures on Diseases of the Eye, of which a fifth 
edition appeared in 1891, while the year in which he became 
surgeon-major, 1873, was marked by the publication of 
‘‘Lectures on Diseases of Bones and Joints,” a third 
edition of which appeared in 1887. For three years he was 
editor of the Indian Medical Gazette. 

In 1875 Macnamara obtained the F.R.C.S.Eng., and 
retiring from the service in the following year was appointed 
surgeon and lecturer on clinical surgery to the Westminster 
Hospital and surgeon to the Royal Westminster Ophthalmic 
Hospital, becoming consulting surgeon to both hospitals 
on his retirement from active work in 1897. He was elected 
a Fellow of the Royal College of Surgeons, Ireland, in 1887, 
and from 1885 to 1901 he was a member of the Council of 
the Royal College of Surgeons of England and Vice-President 
in 1893 and 1896. He was the Bradshaw lecturer, 1895, on 
Osteitis, and Hunterian orator in 1901, taking for his subject: 
the Human Skull in Relation to Brain Growth. As a 
member of the British Medical Association he did much 
useful work, being a member of Council, chairman of several 
committees, Vice-President of the Section of Surgery at the 
annual meetings in 1881 and 1895, President of the Section 
of Ophthalmology in 1891, and treasurer of the Association 
from 1885 to 1887. He also took a keen interest in the work 
of the Royal Medical and Chirurgical Society and played a 
generous and active part in securing the house in Hanover- 
square, which it occupied for several years. 

In addition to his contributions to medical literature, 
Mr. Macnamara wrote the articles on Cholera and Tetanus 
for the first edition of Quain’s ‘* Dictionary of Medicine,” 
and those on Cholera and Leprosy in Davidson’s ‘‘ Hygiene 
and Diseases of Warm Climates,” while two volumes of the 
‘* International Scientific Series,” on the evolution of purposive 
living matter, are from his pen. His latest published book, 
Instinct and Intelligence,’ which we reviewed in these 
columns at the beginning of 1916, was a plea for an altera- 
tion in our present system of education in which he sustained 
the thesis that ‘‘The animal side of man’s nature results 
from a specific arrangement of elements entering into the 
formation of his central nervous system which he has 
inherited from his progenitors and cannot, therefore, get rid 
of or permanently alter.” 

Macnamara was one to whom work was a delight, and his 
numerous appointments did not prevent a considerable 
literary activity. Both were an expression of an overflowing 
physical energy. He revelled in outdoor exercise—hunting, 
shooting, and later golf. With a great dislike for formal 
entertaining he kept open house to all his friends. On 
reaching his seventieth year he retired into the country at 
Chorley Wood, ever continuing busy with the writing of 
books. Mr. Macnamara married Mia, daughter of the 
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‘Hon. Henry Vincent Bayley, and had two sons and six 
daughters. His eldest son, Lieutenant-Colonel Carroll 
“Macnamara, was killed at the Battle of the Somme. 


LEONARD GEORGE GUTHRIE, M.D., B.CH. Oxon., 
F.R.C.P. Lonp., 


PHYSICIAN, HOSPITAL FOR EPILEPSY AND PARALYSIS, MAIDA VALE, ETC. 


THE death of Dr. Leonard Guthrie, which occurred on the 
morning of Dec. 24th last as the result of an accident the 
previous evening, is an event which will bring deep sorrow 
to many hearts. He was a man of an exceedingly fine 
sensitive nature, with many friends and no enemies, and he 
will be mourned alike by gentle and simple. He had reached 
his sixty-first year, but he had no appearance of such age, 
and his interest in his work and his recreations was 
undimmed, and, indeed, had become keener as he advanced 
in years. He was unmarried, but he lived with a brother to 
whom he was devoted, and to whom all who know him will 
offer their keenest sympathy. 

Leonard Guthrie was educated at King’s College School 
and then proceeded to Magdalen College, Oxford, where he 
subsequently took his M.A and M.D. degrees. His medical 
education he completed at St. Bartholomew's Hospital. His 
time there was not very congenial. The energetic and perhaps 
somewhat boisterous medical student life was not suited 
to his gentle and retiring nature, and it was only a few 
years later that he really found his métier in clinical work, 
which he could pursue in his own fashion. He became 
connected with the Paddington Green Children’s Hospital, 
first as house physician and then as physician, and at the time 
of his death he was senior physician to that institution. His 
work there was a constant pleasure to him, and no one will 
ever know the innumerable acts of unostentatious kindness 
which he showed to patients and staff alike. He was 
for several years physician to the North-West London 
Hospital, but he severed his connexion with that hospital 
when it became amalgamated with the Hampstead Hospital. 
He was also on the staff of the Hospital for Epilepsy 
and Paralysis when it was in Regent’s Park, and he 
remained connected with it when it moved to Maida Vale, 
and had much to do with its reconstruction there. He 
became senior physician there on the recent death of his 
colleague Dr. George Ogilvie, whose career is also made the 
subject of notice this week. He also acted as consultant to 
several other institutions, and during the war he was on 
the staff of Lord Knutsford’s Hospitals for Neurasthenic 
Officers. He had filled the office of President of the 
Harveian Society and of the Section for the Study 
of Disease in Children of the Royal Society of Medicine. 
He had recently been assisting the Registrar of the 
Royal College of Physicians of London—a duty which gave 
him the keenest pleasure. His historical knowledge and 
interests were such as to make such work as he was called 
upon to do in this capacity extremely congenial, and there 
is no doubt that the recognition of his ability and capacity 
which the invitation to such labours implied was a great 
gratification to one who, like Guthrie, was too modest and 
too ready to undervalue his own abilities. He had only just 
been appointed examiner in medicine to the University of 
Oxford and was keenly anticipating a renewal of his 
connexion with the University. 

Dr. Guthrie’s medical interests, as will be evident from 
his appointments, were chiefly in children’s diseases and 
nervous disorders. His main literary work, ‘‘ The Functional 
Nervous Disorders of Childhood,” indicated this duality of 
interests. It is a work of great ability inspired by sympathy 
and keen observation, and written with a graceful literary 
charm not too common in medical writings. He also con- 
tributed several articles to Garrod and Batten’s ‘' Diseases 
of Children” and to Allbuti’s ‘‘ System of Medicine.” His 
article on ‘‘Night Terrors’ in that System is one of the 
best known, and one of the most readable medical articles 
that has ever been written. His FitzPatrick lectures at the 
Royal College of Physicians of London on the History of 
Medicine form a marvellous storehouse of medical history, 
and itis to be regretted that they were never published in book 
form. Like many others, he was deeply interested in the 
medical history of Napoleon Bonaparte, and his article con- 
tributed to the International Medical Congress of 1913, 
‘*Did Napoleon Bonaparte Suffer from Hypo-pituitarism 


Towards the Close of His Life!” is a careful examination of 
the question, arriving, we feel, at convincing conclusiuns. 

A good many years ago several series of ‘‘ Hospital 
Sketches"’ were published in the Pall Mall Gazette, and 
subsequently appeared as a small volume. It is now known 
that Leonard Guthrie was the author of these, and al! 
who have read them agree that no such true and accurate, 
and at the same time humorous, descriptions of out-patient 
experience at a children’s hospital have ever been written, 
It may well be said that all that Guthrie wrote was charac- 
terised by accurate and graphic observation, and was 
pervaded by scholarliness and human interest. The man 
was behind all that he wrote, but the man was much more 
than anything he wrote. His was one of the most delightful 
and lovable natures, full of sympathy which overflowed in 
every direction. And yet he was so modest and unassuming 
that he was almost ashamed to be discovered in any good 
action. To his friends who all loved him, his loss is 
irreparable ; to those who were nearest and dearest to him 
his death is no less than a calamity. 


GEORGE OGILVIE, M.B., C.M., B.Sc. Epty., 
F.R.C.P. Lonp., 

SENIOR PHYSICIAN TO THE FRENCH HOSPITAL AND TO THE HOSPI1 AL 
FOR EPILEPSY AND PARALYSIS, MAIDA VALE; PHYSICIAN, 
SPANISH EMBASSY. 

Dr. George Ogilvie, who died on Saturday, Dec. 14th, 
1918, after an illness of some weeks’ duration following an 
accident, was born in 1852. He was educated at Hamilton 
and at Edinburgh University, where he graduated B.Sc. in 
Mathematical Sciences in 1875 and M.B., C.M. in the 
following year. He was also ‘‘ Neill-Arnott” prizeman. 
After completing his medical education by taking courses at 
Paris, Wiirzburg, Vienna, and Florence, he started practice 


as a physician in London. In 1881 he was appointed phy- 
sician to the Hospital for Epilepsy and Paralysis, Maida 
Vale, and in 1889 tothe French Hospital. He was senior 
physician to both these institutions at the time of his deat! 
and it was in recognition of his services to the French 
Hospital that he received the Order of Chevalier de la Légion 
d’Honneur. For similar services he was created Knight, Order 
de Isabel la Catolica, and Knight, Order of Nossa Senhora ‘ie 
Villa Vicosa by the Spanish and Portuguese Governments 
respectively. In 1889 he became a Member of the Royal 
College of Physicians, and in 1908 he was elected to tie 
Fellowship. 

As a physician and neurologist he was sound, acute ‘n 
observation, and essentially practical in treatment. Perhaps 
the most important of his contributions to medical literatu’ 


was a paper on the Exceptions to Colles’s Law (Med. Chir 
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THE PRACTICE OF THE ABSENTEE. 


‘rans., vol. lxxix.). Although the discovery of the Spiro- 
ieta pallida and of the Wassermann reaction renders 
Colles’s law a matter of rather academic interest now, the 
paper aroused considerable attention and discussion at the 
time. Other papers of his on the Inheritance of Disease, 
Les Descendants des Tuberculeux, Hérédo-prédisposition, 
the Transmission of Syphilis to the Third Generation, show 
the trend of his studies and investigations, and all are 
characterised by the same clearness of thought, logical 
sequence of ideas and conclusions, and, moreover, by 
punctilious attention to literary style and composition. 
He was a very well-read man, an ardent student of 
shakespeare, poetry, and general literature. An accurate 
knowledge of the history of individuals and of countries 
was thus acyuired, while he had a curious topographical 
sense, being able to point out at once on the map the name 
of any town or locality in the world, however obscure and 
insignificant it might be. An accomplished linguist, he spoke 
German fluently and French like a Frenchman, and he had 
also a sound acquaintance with Spanish and Italian. His 
reputation as a raconteur was early established, and in 
pre-war days the entertainment at medical banquets 
and functions never seemed complete without ‘some 
of Ogilvie’s stories,” which, in his deep grave voice, 
he told so effectively and humorously. A _ thoroughly 
kind-hearted man, he never said an ill-natured word and 
was ever ready to give help to any struggling or youthful 
professional brethren. We have sketched a ‘‘ citizen of the 
world,” and such, with his bonhomie and uraffected 
geniality, strong views, and fairness in argument, was 
Ogilvie. His imposing presence seemed sometimes to 
embarrass him, for he often made jocose remarks concern- 
ing it, but he was not unduly sensitive on the point, and he 
thoroughly enjoyed a not altogether flattering presentment 
of him in the pages of Punch. 

Death has removed a familiar personage in medical circles, 
one who was liked by all who knew him, and loved by many 
friends. He married in 1893 Helen, daughter of the late 
Surgeon-General John Houston, who survives him, and to 
whom and other members of his family we tender our 
sympathy and regret. 


C. 8. HAWES, M.R.C.S. Enc. 


Colin Sadler Hawes, M.R.C.S.Eng., who died after a 
long illness on Dec. 15th, in his forty-third year, was 
educated at Haileybury and St. Bartholomew's Hospital, 
where he was proxime accessit for the Brackenbury scholar- 
ship and house surgeon. Qualifying in 1900, he went out 
two years later to South Africa to take up an appoint- 
ment at the hospital at Grahamstown. It was here that 
pulmonary tuberculosis became manifest, and the rest of 
his life was spent in a brave and patient struggle against 
his disability. For a time he acted as assistant at the 
sanatorium at Nordrach-upon-Mendip, and after the out- 
break of war successively held appointments at St. Andrew's 
Hospital, Dollis Hill, and at the South African Hospital in 
Richmond Park. A man with a genius for making friends, 
and who, given health and strength, would have made a 
mark in his profession, he has left an example of a struggle 
against heavy odds borne with fortitude. 


Sir William Bartlett Dalby, consulting aural 
surgeon to St. George’s Hospital, died on Dec. 29th last, 
at Montagu-place, London, where he had resided since his 
retirement. 


Sir Ernest Tritton, the well-known financier, who 
died on Dec. 28th last, after a short illness, was vice- 
chairman of the Metropolitan Hospital Sunday Fund. 


HoME FOR MEN DISABLED BY THE WaAr.—The 
Committee of the Royal Portsmouth Hospital have become 
responsible for the management of a large house at 
Purbrook Park, which under a scheme of the War Pensions 
Committee is to be fitted up asa home for paraplegics and 
convalescent discharged sailors and soldiers. Tt is hoped 
that accommodation will be available before the end of the 
present winter for 20 paraplegic cases and from 10 to 15 con- 
valescent cases. The number of Portsmouth men needing 
treatment increases considerably. There are now no fewer 
than 4365 disabled men upon the local register. 


Audi alteram partem.” 


THE PRACTICE OF THE ABSENTEE. 
To the Editor of THE LANCET. 

S1r,—The letter appearing under the above heading in 
your issue of Dec. 28th, 1918, shows that notwithstanding 
the fairly wide distribution of information and the letter 
written by Sir A. Pearce Gould after Sir Watson Cheyne’s 
suggestion appeared, the objects and the existence of the 
‘*War Emergency Fund” do not seem to be sufficiently 
known. I beg leave, as treasurer of this Fund, to say that it 
exists to provide as a free gift assistance to members of our 
profession who have suffered financially owing to war service. 
There is no question of loan. There is an impression among 
some that the fact of having received help would become 
known in their neighbourhood. Let me say that the means 
taken to prevent this render such an occurrence prac- 
tically impossible. The facts are known to a small 
committee in the first instance—often only the president, 
secretary, and treasurer. Thenceforward the applicant is 
represented by anumber. Any information can be obtained 
from the honorary secretary, 11, Chandos-street, Cavendish- 
square, W.1. Weare prepared to consider applications at any 
time, and hope no one will ]ook upon this effort on the part 
of their brethren as a charity. It is a recognition of the 
sacrifices they have made in many ways, and we hope will 
be accepted in this spirit and in no sense as a charity. 

I am, Sir, yours faithfully, 
CHARTERS J. SYMONDS, 


Dec. 3lst, 1918. Treasurer, War Emergency Fund. 


To the Editor of THE LANCET. 

Srr,—-For some time past you have been publishing, at 
intervals, letters written in a similar strain to that of ‘* Major, 
R.A M.C. (T.C.),” appearing in THE LANCET of Dec. 28th, 
1918. Here are a few choice extracts from his letter: ‘+ Sir 
Watson Cheyne’s proposal to lend money to medical men 
whose practices have been filched from them owing to their 
absence at the front”; ‘‘These men have been as much 
injured by their professional brethren as their Belgian 
colleagues have been by the Hun ” ; and ‘‘ It isnow suggested 
by Sir Watson Cheyne that some of the ill-gotten gains of the 
medical pilferers should be advanced on loan at interest to 
their victims.” 

This is nice sort of language to use of the medical men 
who have stayed at home and have overworked themselves 
in looking after the patients of absentee doctors as well as 
their own. I honestly believe that in the town to which I 
belong the medical men who have stayed at home have 
loyally done their best to play the game and keep together 
the practices of their absentee colleagues. It has, of course, 
been impossible to keep the incomes from the absentees’ 
practices up to their former level, for no patient will send as 
readily for a stranger as he would for his own doctor, and 
therefore he has probably ‘‘ carried on” on several occasions 
when, had his own doctor been at home, he would have sent 
for him. I am sorry to tvink it is true that many have 
suffered as ‘‘ Major” appears to have done, but that is no 
justification for alluding to the home profession generally as 
‘*medical pilferers.” It would be more fair to the men at 
home if ‘Major,’ or any other correspondent wishing to 
write in the same strain, would sign his letter with his own 
name, or give the town to which he belongs, or both. Then 
perhaps something might be done. Many, besides myself, 
resent extremely the tone of such letters as ‘* Major’s,” and 
would have expressed their resentment before, but that they 
have had something else to do than write letters. 

lam, Sir, yours faithfully, 
Bolton, Dec. 25th, 1918. F. R. MALLETT. 


PRIMITIVE AGENTS IN TREATMENT. 
To the Editor of THE LANCET. 

Srtr,—I was much interested in the leading article which 
appeared under the above title in your issue of Dec. 21st. 
I wish heartily to endorse the opinions expressed, since 
from careful observation and personal direction of these 


primitive agents I know that they are infinitely more 
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effective and less costly than other and more generally 
accepted methods for the remedy of certain disabilities, 
when intelligently applied. It is in the hope that serious 
consideration will be given by the State to the adoption of 
these means not merely for sailors and soldiers disabled in 
this war but for those engaged in other public or national 
services of the future that I write this note. At a very 
large command depot, of which I was appointed to the 
medical charge, I found, on taking over, a great amount 
of indoor treatment being done with not very satis- 
factory results, but on sweeping out much apparatus 
and substituting outdoor physical training a_ striking 
improvement followed. The system of open-air physical 
training was therefore developed to its fullest extent, sup- 
plemented by hydro-therapy and massage for a small per- 
centage of cases. Dr. Frank Radcliffe, who contributed a 
letter to THE LANCET on the Value of Physical Treatment,’ 
ably assisted me in this work and had charge of those men 
requiring special or individual attention. The vast majority 
of the men were dealt with in larger squads or classes under 
special instructors who had been trained at the Army 
Physical Training Schools at Winchester or Aldershot. 
Graduated exercise has done an immense deal for tuber- 
culosis (the question of auto-inoculation apart), and I am 
confident that, properly supervised, outdoor physical exercise 
will refit a large number of men who, treated under other 
conditions, would drift into a state of pauperism. 
I am, Sir, yours faithfully, 
J. H. P. GRAHAM, 


Manchester, Dec. 23rd, 1918. Lieutenant-Colonel, R.A.M.C. (S.R.). 


THE MEDICAL EXAMINATION OF AVIATION 
CANDIDATES. 
To the Editor of THE LANCET. 


Sir,—In your issue of Dec. 14th Dr. G. A. Sutherland 
rightly says that a proper selection of men fit to fly cannot 
be made unless the examiner is also fit to make a proper 
selection. He then goes on to show how the examiner 
should be trained in this work, laying down principles which 
should act as a guide. With these excellent principles all 
will agree; the practical application of them, however, 
on the part of the examiner is by no means easy. 
It takes time to make an experienced assessor, able 
to weigh one set of functions against another. The 
beginner is apt to be over-cautious in estimating the 
character of the pulse and in imagining cardio-vascular 
debility. In certain men with large muscles it is difficult 
to feel the radial pulse when the arm is raised, and it is 
necessary to press deeply with the fingers. When raising 
the arm to estimate the character of the pulse the elbow 
must be bent to prevent the muscles becoming tense. These 
are some of the practical points liable to be overlooked by 
beginners. 

Standards of aerial fitness must be adapted to the varying 
conditions. At the beginning of the war it was thought 
wonderful for an aeroplane to travel 60 miles an hour and to 
rise to a height of 10,000 feet in half an hour. Now it is usual 
for airmen to travel at three times that speed and to ascend 
in one-sixth the time, and the end is not yet. Now, when 
we subject the human body to such sudden changes in 
oxygen pressure and temperature it is reasonable to devise 
some test to decide whether a rapid ascent to a high altitude 
can be tolerated. This is a question where physiology can 
be usefully combined with clinical medicine. If a simple 
test can be devised it should certainly be used. Amongst 
the borderland cases we want evidence which will throw 
light on the functional efficiency of the cardio-vascular and 
nervous systems. Dr. Sutherland suggests that to stand the 
candidate on one leg with his eyes shut for 15 seconds, to 
observe whether his outstretched fingers are tremulous and 
whether his knee-jerks are normal is sufficient evidence for 
the examiner to go upon. These are all important points, 
no doubt, but why not test also the cardio-respiratory centres 

in the medulla? This can be done thus :— 

The candidate is directed to expire so as to empty the chest and then 
to take a deep inspiration and blow through a tube so as to raise a 
column of mercury to the height of 40 mm. and keep it there for 40 or 
50 seconds, Tne experiment may produce considerable embarrassment, 
with marked flushing of the face, and when asked to describe his 
sensations the candidate will often say that he felt a‘' bursting in the 
head” or that * he felt giddy.” This may be termed an abnormal answer. 


On the other hand, a youth who has 


good nervous control and a good 
cardio-vascular system will hold his breath against 40 mm. Hg pressure, 
with little or no discomfort for the same period, and his answer will be 


that he“ wanted to breathe” or he wanted more air” —a normal answer. 
During the holding of the breath the pulse-rate in the two cases varies 
in the normal boy the rate will increase from 20-30 beats per minute 
and stay there until the end of the experiment, whilst in the abnorma! 
case the rate will increase by 60 or more beats per minute, and before 
the end of the experiment it will drop to a rate lower than at the com- 
mencement. I have watched the manometer te+t in a great variety of 
cases, and I feel sure that it has its value and should form part of our 
examination, because it affords evidence of the stability of nerve 
centres which cannot be elicited in any other way; but, of course, it 
should never take the place of a thorough physical examination. 

The Medical Research Committee have published some 
statistics on this subject which show that successful pilots 
who are fit can pass this test, whilst those who are ‘‘ stale”’ 
or who have suffered from crashes cannot. More work is, no 
doubt, required before the test can be generally accepted, 
but at this early stage in the problems of flight we must try 
to keep our minds open with regard to the tests for flying 
men. 

A number of chamber experiments have been carried out 
on men who have suffered from faintness or other flying 
disabilities at certain heights. The conditions prevailing at 
these varying heights, such as pressure and lack of oxygen, 
have been reproduced, and it is remarkable how the same 
symptoms appear again at approximately the same heights. 
These results seem to me to be too suggestive to be passed 
over in silence.—I am, Sir, yours faithfully, 

H. RONALD CARTER, 


Temp. Capt. K.A.F.; late Member, Aviaticn Candidates 
Dee. 17th, 1918. Medical Board. 


ADVANCES IN THE TREATMENT OF 
FRACTURES. 
To the Editor of TH& LANCET. 

S1r,—In their letters in THE LANCET of Dec. 14th and 
2lst Dr. R. Scot Skirving and Sir W. Arbuthnot Lane 
have brought to notice again the great importance of Major 
M. Sinclair’s work on the treatment of fractures. The 
military surgeon has found the methods he has advocated 
of the greatest value, and a large sum of money in pensions 
has been saved by their adoption. No other method of 
splinting can compare with Major Sinclair’s for immobilising 
the parts, extending fractures, and at the same time 
allowing of easy access for dressing the wound. On his net 
frame cases that would be otherwise a perfect nightmare to 
sisters become quite easy to dress and nurse, and the 
patient ceases to live in constant dread of the next dressing, 
or drawing of his sheet. By fitting the patient’s boot on to 
a Thomas’s splint a cheap and easily obtained ambulatory 
splint is produced which allows the limb to be used and 
greatly improves its nutrition. One can scarcely enter any 
ward without seeing some patients being treated by one or 
other of Major Sinclair's original methods of extension. 

We are, Sir, yours faithfully, 
JAMES TAYLOR, Major, R.A.M.C., 


District Consulting Surgeon, Aldershot Command ; 
W. EpMonD, Major, R.A.M.C., 


Dec. 23rd, 1918. Surgeon i/c Division, Cambridge Hospital. 


THE CAUSES AND INCIDENCE OF DENTAL 
CARIES. 
To the Editor of THE LANCET. 

S1tr,—For upwards of 20 years I have on several occasions 
insisted that the appalling prevalence of dental caries anc 
‘‘adenoids’’ in this country is due to remedial dietetic 
causes. It was therefore with great interest that I read 
Major W. E. Nickolls Dann’s letter in your issue of Dec. 21st. 
calling attention to this matter. I have again and again 
referred to the prosaic fact that there are among the 
inhabitants of this country some 200 million carious teeth, 
as many alveolar abscesses (pyorrhcea alveolaris), and some 
30 million root abscesses—for the most part preventable by 
the simplest possible means. Well may Major Dunn exclaim 
that it ‘‘is impossible to exaggerate the state of the teeth 
in this country.” It constitutes, indeed, a national disgrace. 
Dr. Sim Wallace has time after time debated this matter 
with me, and we have long felt that the remedy can only 
come through the medical profession. 

Three great problems confront the Ministry of Health— 
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the problems of food, housing, and venereal diseases—all, 
I believe, capable of solution by the application of common 
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sense principles. Serious as are the two latter problems, I 
place the food problem first, convinced, as I am, that it is 
the most urgent, and that more preventable disease is due to 
faulty eating and drinking than to any other cause. 
I am, Sir, yours faithfully, 
Cavendish-square, W., Dec. 22nd, 1918. HARRY CAMPBELL. 


To the Editor of THE LANCET. 


Sik,—Like your correspondent Major Nickolls Dunn 
(THE LANCET, Dec. 21st), I have come to the conclusion 
that Dr. Sim Wallace’s main contentions are demonstrably 
true, and that the three articles mentioned by Major Dunn 
are the main offenders in the production of dental caries. 
With the relaxation of the stringency in food that will come 
about within the next few months old habits of diet will be 
returned to, therefore now is the time to act. 

The association of which I am acting chairman is attempt- 
ing by means of lectures and publications to bring the facts 
before the public, but until the medical profession and the 
Government act little progress can be made against the 
habits of a generation. The age at which solid food should 
be given, its character, when flesh food should be added, and 
when it should be given in pieces for mastication are instances 
in which medical practice differs widely. Can it be doubted 
that the formation of the jaws and the position and caries- 
resisting power of the teeth are affected by such matters ? 
And there are many reasons for believing that adenoids and 
enlarged tonsils are due to food factors. 

Iam, Sir, yours faithfully, 
H. BECKETT OveERY, M.D., F.R.C.S., 


Acting Chairman, National Food Reform Association. 
Dec. 3ist, 1918. 


MEDICAL OFFICERS OF SCHOOLS 
ASSOCIATION. 
To the Editor of THE LANCET. 


Sirn,—The Medical Officers of Schools Association, which 
has been established for 34 years, is now desirous of com- 
piling a register of all medical men and women whose pro- 
fessional services are in any way employed in connexion with 
the hygienic care of schools or colleges. The association 
would be greatly aided if such members of the profession 
would forward a postcard with their name, residence, and 
status in relation to school hygiene on it to the honorary 
secretaries at 11, Chandos-street, Cavendish-square, W. 1. 
They would also be obliged if their correspondents would 
add the names of any professional neighbours so engaged, 
but at present absent on public service. 

I am, Sir, yours faithfully, 
G. CHAIKIN, 
Hon. Secretary. 


Dec. Wth, 1918. 


THE SERVICES. 


ARMY MEDICAL SERVICE. 
Temp. Col. O. Richards relinquishes his commission. 


ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. L. A. Mitchell is placed temporarily on the half-pay list. 

Capt. W. P. MacArthur to be acting Lieutenant-Colonel whilst 
specially employed. 

Capt. G. G. Collett relinquishes the acting rank of Lieutenant- 
Colonel and reverts to the acting rank of Major. 

Temp Major P. Hamill (Captain, R A.M.C., T.F.), relinquishes his 
temporary commission on re-posting. 

Temp. Capt. A G. MacLeod, C.A.M.C., to be acting Major while 
employed as S8.M.O. 

Temporary Lieutenants to be temporary Captains: B. W. Skinner, 
D. McCormack, A. S. Moorhead, K. F. Buckler. 

Temporary bonorary Lieutenants to be temporary honorary Captains : 
O. H. Stansfield, M. Bronk. 

Officers relinquishing their commissions: Temp. Majors W. D. 
Anderson, R. Dick; Temp. Capts. F. L. Underwood, G. D. Laing, 
J. Howe, J. L. Digby, G. E. Lindsay, B. W. Cohen, W. F. H. Ives, 
J. L. Falconer, M. A. Spotswood, 8. Robson, P. P. Warren, E L. 
Matthew, KE. E. T. Nuthall, R. Wilson, W. L. Dibb, W. G. L. Wambeek, 
C. T. M. Plowright, T. Duncan, H. W. Barber. J. B. C. Brockwell, 
E. A. Peters, and E. O’D. Graham and V. T. W. Eagles (on account of 
ill-health contracted on active service, and retain the rank of Captain); 
Temp. hon. Capt. S. A. Henry (on ceasing to be employed with 
St. John Ambulance Brigade Hospital) ; S. Alexander, A. G. Harvey, 
F. W. Lyle, A. Chance, F. B. Julian, T. J. Ryan. J. A. Wood, J.C. 
Osburne, C. W. B. Littlejohn, 8. N. Babington, I. M. Swanepoel, J. W. 
Watthews. W. Mackenzie, H. S. Turner, J. Kllenbogen, C. O. Stally- 
brass, A. F. G. Kerr; Temp. Lieuts. A. N. Symons, N. J. McCaskie, 


C. P. Lankester, G. F. N. Taylor. A. J. Watt, J. B. Minford, J. Morton, 
* W. Whiting, E. Magoveny, H. J. Villiers, A.G. Heron, A. W. H. 


heyne. 


Canadian Army Medical Corps. 
Temp. Lieut.-Col. W. H. Delaney to be temporary Colonel. 
Temporary Captains to be acting Majors: R. M. Fergusson, while 
employed at a Stationary Hospital; C. E. Preston, while employed 
as Surgeon, No. 15 Canadian Geveral Hospital, Taplow ; F. W. Blake- 
man, whilst employed at No. 5 Canadian General Hospital. 
Canadian Army Dental Corpe. 
Temp. Lieut. C. C. Graham to be temporary Captain. 


SPECIAL RESERVE OF OFFICERS. 

Lieutenants to be Captains: N. H. S. Maelzer, W. H. Rowden, 
J. Thompson, G. BE. Birkett, G. R. Sharp, F. L. Richard, C. H. Warner, 
F. Cameron, A. Wingfield, J. L. D. Buxton, E. P. N. Creagh, J. A. 
Stewart, T. P. Lloya. 

Capts. D Lougehn and E. R. Chambers relinquish their commissions 
on account of ill-health contracted on active service and retain the 
rank of Captain. 

To be Lieutenants; W. E. P. Briggs (from Manchester University 
Contingent, O.T.C.), G. Winter. 


TERRITORIAL FORCE. 

Capt. (acting Major) T. H. Richmond to be acting Lieutenant-Colonel 
whilst specially employed. 

The undermentioned are seconded for service with the R.A.F.: 
Majors W. G. Mitchell, A. H. Hogarth; Capts. W. H. H. Bennett, 
D. Cameron, J. H. Chauncy, J. P. N. Casey, C. C. Fitzgerald, 
O. Gleeson, J. J.C. Hamilton, J. M. Kirkness, F.C. Kempson, Andrew 
MacLennan, J. A. Parsons, F. Roberts, A. scott-Turner, F. J. P. 
Saunders, H. J. Snanley, H. M.S. Turner, N. R. Williamson, C. Webb, 
A. Sutcliffe. 

5th London General Hospital: Capt. J. M. Wyatt is seconded for 
service with the R.A.F. 

1st London Sanitary Company: Capt. E. W. Gregory is seconded for 
service with the R.A.F. Lieut. A. G. Harriogtcn to be Captain and to 
remain seconded, 

TERRITORIAL FORCE RESERVF. 

Major W. B. Armstrong, from Attached to Uni.s other than Medical 
Units, to be Major. 

Capt. (Bt. Major) W. J. Wilson, from List of Officers supernumerary 
for Service with O.T.C., to be Captain. 

Capts. D. Davidson and T. Higson, from Attached to Units other than 
Medical Units, to be Captains. 

Capts. R. Hitchings and A. T. Swan, from the General List, to be 
Captains. 

Capt. (acting Major) F. Wigglesworth, from lst West Riding Field 
An bulance, to be Captain. 

Capts. W. J. Phillips and G. Chandler, from Attached to Units other 
than Medical Units, to be Captains. 

Lieut.-Col. J. 8. Warrack, from Home Counties Casualty Clearing 
Station, to be Lieutenant- Colonel. 

Capt. (acting Major) W. Brander, from 3rd East Anglian Field 
Ambulance, to be Captain. 

Capt. (acting Major) S. J. Clegg, from Northern Division Sanitary 
Section, to be Captain. 

Capt. (acting Major) W. H. Davison, from South Midland Division 
Sanitary Section, to be Captain. 

Capt. (acting Major) N. M. Fergusson, from Attached to Units other 
than Medical Units, to be Captain. 

Capt. I. C. Keir, from Ist South-Western Mounted Brigade Field 
Ambulance, to be Captain. 

Capt. J. J. S. Lucas, from 2nd Southern General Hospital, to be 
Captain. 

e apt. E. Hulme, from 2nd Hast Lancashire Field Ambulance, to be 
aptain. 
apt. W. C. F. Harland, from attached to Units other than Medical 
Units, to be Captain. 

Capt. D. M. Johnston, from let Home Counties Field Ambulance, 
to be 
eas . Smith, from 2nd Northumberland Field Ambulance, to be 

aptain. 

Capt. (acting bieut.-Col.) G. C. E. Simpson, from West Lancashire 
Casualty Clearing Station, to be Captain. 

Capt. D. S. Sutherland, from Ist London Field Ambulance, to be 
Captain. — 

ROYAL AIR FORCE. 

Medical Branch.—The undermentioned are granted temporary com- 
missions :—As Captains : G. Sparrow (temp. Surg., R.N.), C.C. O'Malley 
(temp. Surg., R.N.). As Lieutenant: W. J.S. Cameron. 

Dental Branch.—L. C. W. Balls is granted a temporary commission 
as Lieutenant. 


DONATIONS AND BEQUESTS.—By the will of the late 
Lord Rhondda, Gonville and Caius College, Cambridge, and 
King Edward VII. Hospital, Cardiff, will each receive £20,000. 


In the Order of the Indian Empire Lieutenant- 
Colonel John Telfer Calvert, ee of the Medica! 
College of Calcutta; Major John Hanna Murray, I.M.S.; 
Lieutenant-Colonel F. E. Swinton, I.M.S., medical store- 
keeper, Bombay; and Lieutenant-Colonel J. C. Lamont, 
I.M.S. (ret.), professor of anatomy. Medical College, Lahore, 
India, receive Companionships. Mr. J. D. Price, officiating 
civil —— at Nowgong, Assam, has received the Kaisar- 
I-Hind Medal of the First Class. 


THE ADVISORY COMMITTEE ON T.N.T. POISONING.— 
The Advisory Committee on T.N.T. Poisoning have asked 
the Minister of Munitions to express to Dr. J. B. G. Skelton, of 
the Welfare and Health Section of the Ministry, their grati- 
tude for the valuable work which has been carried out 
amongst the workers in the T.N.T. factories. The Minister 
of Munitions states that the success which has followed 
material dependence on the medical profession has been 
mainly due to Dr. Skelton’s unselfish and loyal service. 
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THE LANCRET, VOL. 1918: THE INDEX. 


THE Index and Title-page to the volume of 
THE LANCET which was completed with the issue 
of Dec. 28tb, 1918, is in preparation. Owing to the 
continued shortage in the paper-supply, the Index 
will not be issued with all copies of THE LANCET, 
as was the custom prior to the War. Subscribers 
who bind up their numbers are requested to send 
a post-card (which is more convenient for filing 
purposes than a letter) to the Manager, THE LANCET 
Office, 423, Strand, London, W.C. 2, when a copy of the 
Index and Title-page will be supplied free of charge. 


Hedical Hetvs. 


SOCIETY OF APOTHECARIES OF LONDON.—At 
examinations held recently the following candidates passed 
in the subjects indicated :—- 


Surgery.—T. A. Jordan (Sects. I. and II.), Manchester; J. E. Nicole 
(Sects. I. and II.), Westminster Hosp.; S. H. Robinson (Sect. I.), 
Guy’s Hosp.; G. E. Spero (Sect. II.), London Hosp. ; and C. de B. 
Thomson (Sect. I.), Middlesex Hosp. 

Medicine.—T. A. Jordan (Sect. II.), Manchester; F. W. Kemp 
(Sect. II.), Charing Cross Hosp.; and J. E. Nicole (Sect. II.), 
Westminster Hosp. 

Forensic Medicine.—W. S. Hughes, Charing Cross Hosp.; J. 
Kershaw, Manchester ; and S. Robinson, St. Thomas's Hosp. 

Midwifery.—J. Kershaw, Manchester. 

The Diploma of the Society was granted to the following candidates, 

entitling them to practise medicine, surgery, and midwifery: T. A. 
Jordan, J. BE. Nicole, and S. Robinson. 


UNIVERSITY OF DUBLIN, TRINITY COLLEGE, SCHOOL 
oF Piysic.—At examinations held recently the following 
candidates were successful :— 


FinaL MEDICAL EXAMINATION. 

Part I., Materia Medica and Therapeutics, Jurisprudence and 
Hygtene, Pathology.—Leonard Abrahamson, bert Dormer, 
Salmon Louis Feldman, William Bernardi Joseph Pemberton, 
Maurice Nurock, Jobannes Marthinus Benjamin de Wet, Wonter 
De Vos Scholtz, Johannes Phillippus de Villiers, Doris Louisa 
Graham, Joseph Ballantyne Maguire, and Elsie Anna Burns. 

Materia Medica and Therapeutics, Jurisprudence and Hygiene only.— 
Percival Israel Levitt. 

Pathology (in completion).—Gerald FitzMaurice Keatinge and Samuel 
Reginaid Hill. 

Part II., Medicine (M B.).—William Philp Elford, Thomas Mulock- 
Bentley, Robert Bevan Nangle Smartt, Herbert Stratford Collins, 
William Alfred Shannon, Becher FitzJames Haythornthwaite, 
Cecil Joseph Quinlan, James Edward Jameson, Frederick John 
Dymoke, Ethel Marjorie Luce, and Johannes Tobias Mynhardt. 

Surgery (B.Ch.).—Jobn Henry Coolican, William Philp Blford, 

iiliam Sweetman, Louis John Patrick Murphy, William Alfred 
Shannon, Alewyn Johannes Vorster, Eric Reginald Tivy, Kenneth 
MacGregor Greer, Ethel Marjorie Luce, and Eric James Lyndon. 

Midwifery (B.A.O.).—Victor pines Synge, Henry Blundell Van 
der Merwe, Gertrude Rice, John Charles Joseph Callanan, 
Alfred Leopold Wilson, Johannes Tobias Mynhardt, Albert Hugh 
Thompson, Louis John Patrick Murphy, William Joseph Hogan, 
Ricbard William Shaw, William Andrew Byro, James Sinclair Quin, 
Gerald FitzMaurice Keatinge, Samuel John Laverty, Thomas 
James Russell Warren, and Cecil Joseph Quinlan. 

DipLoma IN Pusiic HEALTH. 

Part I., Bacteriology, Pathology, Chemistry, Physics, and Meteorology. 
—John Speares, Alexander Hugh Blaxell Pearce, Joseph Warwick 
Bigger, and Harold Saunderson Sugars. 

Part II., Sanitary Engineering, Vital Statistics and Public Health, 
Hygiene, and Epidemiology.—Joseph Warwick Bigger, Edgar 
Ormond Bowie, James Beckett, Alexander Kirkpatrick Cosgrave, 
and Alexander Hugh Blaxell Pearce. 


AT the meeting of the Society for the Study of 
Inebriety, to be held in the rooms of the Medical Society 
of Londen, 11, Chandos-street, Cavendish-square, W., on 
Tuesday, Jan. 14th, at 4 Pp.m., Lord d’Abernon will deliver an 
address on the Scientific Basis of Drink Control. 


NEW REGULATIONS FOR THE SUPPLY OF CREAM.— 
With a view to relieving in some measure the present 
shortage of milk, the Food Controller has issued a new 
Order, the Cream Order, 1918, which places further restric- 
tions on the supply af cream. The Order will come into 
force on Monday next, Jan. 6th, and will further restrict the 
sale of cream. Cream for children under 5 will be limited 
to a maximum of half a pint per week. To obtain cream for 
such children applications should be made to the local 
Food Committee for a permit, which should be lodged with 
the retailer. In the case of invalids, permits for cream may 
be granted as an alternative to butter and margarine. These 
will be granted by the Food Committee on a medical certifi- 
cate in the case of invalids suffering fromm certain specified 
diseases. Applications in respect of invalids suffering from 
other diseases must be submitted by the Food Committee 
for special authorisation from the Medical Section of the 


Ministry of Food. Such applications must be accompanie 
by a medical certificate giving specific reasons why cream |< 
recommended. Directions as to cases in which application, 
for cream may be entertained by the Food Committees are 
being furnished to medical practitioners for their guidanc.. 
Applications in respect of inmates of institutions must |\« 
made by the head of the institution on their behalf, and a|| 
existing authorities for cream in the hands of consumer, 
and retailers will cease to be valid and fresh applications 
will have to be made. 


Sir Robert Armstrong-Jones will deliver the 
Gresham lectures on Physic at Gresham College on Tuesda, 
Wednesday, Thursday, and Friday, Jan. 14th to 17th, each 
day at 6o’clock. On the first day (Tuesday) the subject of 
the lecture will be ‘“‘ Heredity,“ with special application ‘o 
mental and nervous diseases ; Wednesday, ‘‘ Alcohol: its Use 
and Abuse”; Thursday, “ Venereal Diseases: their Conse 
quences and their Control”; Friday, “Influenza and its 


Results,’ especially in regard to the measures taken {) 
combat its spread. 


METROPOLITAN ASYLUMS BOARD: DIPLOMA IN 
PuBLIC HEALTH.—A course of lectures and demonstration: 
in hospital administration, extending over three months 
will be given at the Western Hospital, Seagrave-road, 
Fulham, London, 8.W., by Dr. R. M. Bruce, medical super 
intendent, on Tuesdays and Fridays, at 5 p.M., beginning 
Tuesday, Jan. 7th. The fee for the course is £3 3s., payable 
to the Clerk to the Metropolitan Asylums Board, Embank 
ment, London, E.C. 4. 


THE RoyaL INSTITUTE OF PUBLIC HEALTH.—In 
connexion with the work of the Venereal Diseases Depart 
ment of tne above institute a special conference will be held 
on Wednesday next, Jan. 8th, at 4 p.M., when Professor 
J. G. Adami, M.D., F.R.S., Colonel, C.A.M.C., will open a 
discussion on the Prevention and Arrest of Venereal Disease 
inthe Army. The chair will be taken by Lord Sydenham, 
and amongst those who will take part in the discussion are 
Dr. Mary Scharlieb, Colonel M. A. De Laney, Liaison 
Officer, U.S. Army; Colonel William F. Snow, M.C., 
U.S.A.; Lieutenant-Colonel George Walker, M.C., U.S.A; 
Colonel Hugh H. Young, Chief of the Division of Urology, 
American Expeditionary Force; Lieutenant-Colone! L. W. 
Harrison, D.S.O., medical officer in charge, Rochester Row 
Military Hospital. 


CENTRAL MIDWIVES BOARD.—A special meeting of 
the Central Midwives Board was held at Queen Anne’s 
Gate Buildings, Westminster, on Dec. 19th, with Sir Francis 
H. Champneys in the chair. A midwife was struck off the 
Roll, the following charges amongst others having been 
brought forward :— 

Neglecting to wash the patient, as required by Rule E.8, at any 
time after the day of the confinement; neglecting to take and recor: 
the pulse and temperature of the patient at each visit, as required by 
Rule E. 14; entering on her records false statements of the pulse an’ 
temperature of the patient; neglecting to wash the patient on the 
termination of the labour, as required by Rule E. 8; neglecting to 
remove the soiled linen, &c., used at the confinement from the 
neighbourhood of the patient, as required by Rule B. 11; and 
endeavouring to persuade the patient to give to the officers of the 
local supervising authority false information regarding the number 
of her visits and her compliance with Rule B.14. That when attend 
ing her patients the midwife did not on each occasion wear a clean 
dress of washable material, as required by Rule E. 2, and she 
neglected to afford to the inspector of midwives of the loca! 
supervising authority reasonable facilities for an inspection of he: 
methods of practice, and more particularly she was guilty of obstruct 
ing the inspector in carrying out such inspection. 

At a meeting held on Dec. 19th a letter was considered 
from the chairman of the Standing Committee of the 
County Nursing Associations of the Queen Victoria’s Jubilee 
Institute for Nurses asking the Board to hold more frequent 
examinations in London. The Board decided that the rep! 
be that the Board is unable to see its way to on with 
the request of the Standing Committee of the Count) 
Nursing Associations of the Queen Victoria’s Jubilee 
Institute for Nurses.—A letter was considered from Dr. 
Herbert Williamson, physician-accoucheur, St. Bartholo- 
mew’s Hospital, with reference to the admission to the 
Board’s examination of a nurse of Danish nationality. The 
Board directed that Dr. Williamson be informed that, haviny 
regard to the Board’s resolution on the subject, the Boar 
regrets its inability to make an exception in any particular 
case.—The Board having considered draft rules requiring a 
midwife to notify the local supervising authority when she 
has advised artificial feeding, decided that the rules a- 
amended be approved, subject to the approval of the Priv; 
Council.—The Board having considered draft rules regu 
lating the payment of expenses incurred I members in 
respect of their attendance at meetings of the Board, decided 
that the rules as amended be approved, subject to ete 
by the Privy Council.—The Board having considered draft 
rules deciding the conditions under which midwives may be 
suspended from practice in penal cases by (a) the Board, 
(>) the local supervising authority, decided that the rules be 


approved, subject to approval by the Privy Council. 
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Appointments, 


L.w, V. WARREN, C.B , has been appointed a Member of the Court of 
Examiners of the Royal College of bay 

MANNING, THOMAS Davys, M.B., B.S. Lond., L.R P Lond. M.R.C.S., 
Medical Officer for the Weymouth District. 


The following have been appointed Surgeons under the Factory and 
Workshop Acts; Wapr, N. N., M.D. Edin. (Risea District of 
Monmouth) ; Hutt, G. E., H. District of 
Monmouth) ; 7 J. M.. M.B., C.M. Glasg. (Biggar District 
of Lanark); Rees, M. W., L.R.C.P. ‘Ss Kain. (Lianfair Caereinion 
District of Naas. 


Pacancies. 


For further information refer to the advertisement columns. 
Aberystwyth Infirmary & Cardiganshire General Hot pital.—H.8. £200. 
Aylesbury, Bucks County Asylum.—Asst. M.O. £3650. 

Bedjord County Hospital.—H.S. 

Pirmingham General Diapensury.—Res. M.O. £360 

Bolingbroke Hospital, Wandsworth Common, S.W. —Res. M.O. £200. 

Bradford Royal Infirmary. -H.8. 

Bristol General Hospital.—Sen. H.S. £30. 

Chichester, Royal West Sussex Hospital.—H.S. £160. 

Edinburgh, Venereal Diseasex Scheme.—Female Asst M. O. £400. 

Flizabeth Garrett. Anderson Hes sptital, Eus on-road, N.W.—Female 
Obst. Asst. 

beeter City Mental Hospital, Digbys, near Exeter.—Asst.M.O. £300. 

Glamorgan County Asylum, Bridgend. —Temp. Asst. M.O. £66«. per wk. 

«rreenock Corporation. —Female Med. Prac. 0. 

(uildjord, Royal surrey County Hospital.—H.S. £250. 

Hellingly, Sussex, East Sussex County Asylum.—Temp. Asst. M.O. 
7 gs. per week. 

Hospital for Sack Children, Great Ormond-street, London.—H.S. £100. 

Huddersfield County Borough Education Authority.—Asst. School 

£350. 


.O. 5 

London Homeopathic Hospital, reat Ormond-street and Queen sjuare, 

W.C.—K.M. £80. 

Manche ter, Ancoals Hospital, Mill-atreet.—Hon. P. 

Manchester Royal Infirmary and Dispensary.--Hon. Asst. Gyn. S. 

Margate, Royal Sea Bathing Hospital for Surgical Tuberculosts. —S. 
£200. 


National Hospital for Diseases of the Heart.—Non-Res. M.0. 

National Orthopedic Hospital.—Res. H.S. £100. 

Norwich, Norfolk and Norwich Hospital.—H.P. £250. 

Plymouth, South Devonand East Cornwall Hospital.—H.S8. a 

Putney Hospital, Lower Common, S.W.—Res. M.O. £150 

Rochdale Infirmary and Dispensary.—Jun. H.S. £100. 

Rotherham Hospital.—Sen. H.S. #250, 

Free Hospital, Gray's Inn-road, W.U'.—Sen. Res. M.O. £200. 
Mark's Hospital for Cuncer, Fistula, and Other Diseases of the 
Rectum, City-road, London, E.C.—-H.3. £ 

Shrewsbury County Asylum.—Two Locum Tenentes. 7 A per week. 

Southampton Free Eye Hospital.—Asst. Oph. Surg. £100. 

Westmorland Sanatorium, Meathop, Grange-over-Sands. M.O. 


Whitehaven and West Cumberland Injirmary.—Res. H.S. £150 to £180. 
Wolverhampton and Staffordshire General Hos ’ —Senior Student 
as Assistant. Also Res. M.O. £200. Also 00. 


Tue Chief Inspector of Factories, Home Office, es W., gives notice of 
vacancies for Certifying Surgeons under the Factory and Workshop 
Acts at Rochdale, Lancs; and at Shrewsbury, Shropshire. 


THE Home Secretary gives notice of a vacancy for a Medical Referee 
under the Workmen’s Compensation Act, 1906, for the Alfreton, 
Buxton, Chapel-en-le-Frith and New Mills, and Chesterfield 
County Courts in Circuit No. 19. Applications should be addressed 
to the Private “ee Home Office, London, 8S.W., not later than 
Jan. 15th, 1919. 


irths, Marriages, and Deaths. 


BIRTHS 


Hance.—On Dec. 23rd, 1918, at Bombay, India, Catherine (u¢¢ Leonard), 
the wife of Major J. Bennett Hance, I.M.S., of a daughter. 


MARRIAGES. 


G1BSON—FLETCHER.—On Dec. 23th, 1918, at the Parish yrs 
Standish, Lancashire, Major Richard B. Gibson, O.B.E., = 
to Daphne Margaret, youngest daughter of the late a RC. 
Fletcher, Archdeacon of Blackburn, Rector of Chorley. 


DEATHS. 

SennET?.—On Dec. 28th, 1918, at Paignton, suddenly, Lawrence H. 
Bennett, M.B. Oxon 

GUTHRIE, —On Dec. 24th, 1918, from injuries received in an accident, 
Leonard George Guthrie, M.A.. D.M. Oxon. » P.R.C.P., Upper 
Berkeley-street, Portman-square, W., in his 61st year. 

SHELMERDINE.—On Dec. 29th, 1918, at Torleigh, St Mary Church, 
Herbert Shelmerdine, M.B., in his 59th year. 

TURNER.—On Dec. 24th, 1918, "instantaneously, the result of a lift 
accident, Douglas son of Captain William 
Turner, "R.A.M.C.T of 92, Harley-street, W.1, 
aged 8 years 10 nt hy 


Medical Diary for the ensuing THeek. 


SOCIETIES. 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W.1. 
MEETINGS OF SECTIONS. 
Thursday, Jap. 9th. 

NEUROLOGY (Hon. Secretaries—C. M. Hinds Howell, EB. G. Fearn- 

sides): at 8.30 P.M. 

Papers 
Catala T. A. Ross: Interrelations of Peace and War Neuroses. 
Lieut -Colonel A. F. Hurst and Major Symns: Hysterical Element 

in Organic Nervous Injuriesand Diseases (with cinematographic: 


demonrtration). 
Friday, Jan. 10th. 

EPIDEMIOLOGY AND STATE ee (Hon. Secretaries— 
ae Butler, M. Greenwood): at 5.30 p 
Pape 

Martin Flack, R.A.F.: 
Physical Efficiency. 
Those Members of the Section who desire to dine after the 
Meeting are requested to send in their names to Captain Green- 
wood, 7, Northumberland-street, W.C. 2, not later than Jan. 8th. 


Some Simple Tests for 


The Royal Society of Medicine keeps open house for 
R.A.M.C. men and M.O.’s of the Dominions and Allies. The: 
priucipal hospitals in the metropolis admit medical officers 
to their operations, lectures. &c. Particulars on application 
to the Secretary at 1, Wimpole-street, London, W.1. 


RONTGEN SOCIETY, at the Royal Society of Arts, 18, John street, 
Strand, W.C. 
Tuxrspay, Jan. 7th.—8.15 p.m., General Meeting. Paper: Dr. H. S. 
Allen: Electrical Changes produced by Light. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c.. 
a GRADUATE COLLEGE, West London Hospital, Hammersmith- 


‘oad, W. 
Clinics each week-day at 2 p.M., Wednesday, Friday and Saturday 
also at 10 a.m. 
(Details of Post-Graduate Course were given in issue of Nov. 30th, 1918.). 


Communications, Letters, &c., to the Editor have 

been received from— 

A.—Dr. D. E. Anderson, Lond.; F. R. Mallett, Bolton; Miss D. 
Sir R. Armstrong-Jones, Lond.; Macnamara, Rickmansworth ; 
Messrs. Abdulla and Co., Lond.; Dr. R. MacLelland, Matlock ; 
Col. J. G@. Adami, A-D.M. Medical Officers of Schools Asso- 
Mr. J.B. Allan, Liverpool ; Major ciation, Lond., Hon. Sec. of. 

T. M. Allison, R.A.M.C.(T.) N.—Newspaper Proprietors Asso- 

B.—Dr. F. J. H. Bateman, Lond.; ciation, Lond.; National Food 
‘pr. J. Brownlee, Lond.; Prof. _ Reform Association, Lond. 

W. M. Bayliss, Lond.; Dr. J. W. 0.—Rev. E. G. O'Donoghue, Lond.; 

Bigger, Sheffield ; Mr. W. H.. Mr. H.C. Orrin, Lond.; Dr. S.A. 

Bowen, Cambridge; Dr. A. G. Owen, Epsom; Dr. W. J. 

Bateman, Lond. Some eae Lond.; Dr. H. B. 
—Lt.-Col. J. M. Cotterill. C.M.G., Th.’ 

Chicago School "of Capt. H. Platt 
Sanitary Instruction; Canadian P 4 . 


Mr. L. Paton, Lond.; Mr. C. E 
Records, Lond., Officer-in’ price, Orpington; Mr. D'Arcy 


‘Gol. J. F. Donegan, C.B., Dr. H. R. Pren- 
A.M.C.; Dr. V ickinson, 
Capt. F-Dillon, RALM.C. M. F. Rogers. | Mussel: 
Evans, Lond.; Capt. yal Institu 
Great Britain, Lond.; Dr. J. 


Reid, Lond.; Dr. C. 8. Redmond, 

Dr Ferris, Manchester ; Society, 

R.A MC; Capt. A. Mr. P. B. Roth, Lona. ’ 
R.A.M.C.; Col. N. Faichnie, 


AMS G. Shera, Netley; Col. 
G. —Capt. J. Geogheyan, R-A.M.C.; CMG 
raham y 
Lieut. ‘C.\3.R.); Mr. W. Glenis. | for the Study of Inebriety, Lond ; 
Aylesbury, r. W. Glenis- sociité de Biologie, Paris; Mrs. 
—Dr. Hodsdon, wrt: 


A. H. Smith; Dr. B. I. Spriggs, 
Capt. W. Hutt, R.A.M.C.; 


Banff; Mr. H. M. Savery, Bud- 
Capt. J. A. Hadfield, R.A.M.C:; | H. R 


leigh Salterton; Mrs. 
Prof. F. Hobday; Mr. P. B. Spurrell, Lond.; Society of 
Hoeber, New York; Mrs. HE. 


Apothecaries of London; Dr. 
Hancock, Lond.; Mr. D. Harmer, | J. H. Sequeira, Lond.; Mr. J. P. 
Lond.; Capt. A. Harwood. 


Stuart, Bournemouth; Mr, C. 
I.—Dr.8 


| S§mith, Sheffield. 
. T. Irwin, Belfast. 
K.— Dr. T. N. Kelynack, Lond.; R.AM.C.; 
Miss G. Keith, Lond.; Dr. A. M. F 
~ V.—Dr. F. Villy, Keighley. 
Kennedy, Glasgow. W.—-Dr. W. Watson, Glasgow; 
L.—Local Government Board, | Major W. J. Wilson, R.A.M.C.; 
Lond.; Mr. B. M. Little, Lond.; | Sir William Whitla, Belfast ; Dr. 
Mr. BK. Lee, Blackrock ; Dr. C. E F. G. Wallace, Lond.; ea 
Lea, Frimley. | Waldo, Lond.; West oa. 
M.—Mr. J. B. Macalpine, Man- Hospital Post-Graduate College, 
chester; Mr. D. C. McMurtrie, Lond.; Mr. KB. H. Worth, Lond.; 
New York; Ministry of Food, | Mr. A. Watson, Banff; War 
Lond.; Metropolitan Asylums Emergency Fund, Lénd., Trea- 
Board, Lond., Clerk to the; Lt.- | __surer of. 
Col. C. S. Myers, R.A.M.C.; Dr. |‘ ¥.—Mr. E. Yeates. 


Communications relating to editorial business should be 
addressed exclusively to The Editor of THE LANCET, 


N.B.—A fee of 58. is charged for the insertion of Notices oj Births, 
Marriages, and Deaths. 


423, Strand, London, W.C. 2 
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Hotes, Short Comments, and Anstoers 
to Correspondents, 


HOSPITALS AND DISPENSARIES IN INDIA, 1917-18. 


IN the United Provinces there was a severe visitation of 
lague, which in the epidemic year reckoned from July lst, 
917, to June 30th, 1918, caused 173,881 deaths, nearly double 

the mortality of the preceding year, and greater than in any 
year since 1910-11; it reached its maximum in March 
(41,759 deaths), and then rapidly decreased, the June deaths 
numbering only 566. Rat destruction gave very satisfactory 
results, and evacuation of infected villages is increasing 
in popularity with the inhabitants. Colonel C. Mactaggart, 
C.1.E., I.M.8., refers to the good work done by the Lucknow 
Anti-tuberculosis League by means of magic lantern 
lectures, pictorial posters, and distribution of pamphlets 
oe subject among the clerical establishments in various 

In the report on hospitals and dispensaries in Burma 
Colonel P. C. H. Strickland, I.M.S., refers to the difference 
in small-pox mortality among vaccinated and unvaccinated 
persons; 3 out of 126 vaccinated cases were fatal, while out 
of 71 unvaccinated cases 16 were fatal, the respective per- 
centages being 2°38 and 22°5. Ten dispensaries had to be 
closed on account of the war. 

In the North-West Frontier Province a total of 12,650 
— were treated in hospital, showing a decrease of 

on the preceding year, four dispensaries and two hospitals 
having been closed, though, on the other hand, three new 


hospitals have been opened. It is remarked by Lieutenant- | 


Colonel T. W. Irvine, I.M.S., the chief medical officer of the 


rovince, that ‘‘the total number of in-patients is always | 


isappointing, and has been remarked on repeatedly.” 
Accommodation is provided for 901 patients, but the average 
daily number under treatment was only 435. Lieutenant- 


Colonel Irvine considers that this shows that ‘‘ the public 


not only doubt the skill of the medical staff, but have other 


and good reasons for not availing themselves to a much | 


greater degree of this accommodation.’ Such a statement 
appears to require explanation. 


THE TREATMENT OF SCURVY. 
To the Editor of THE LANCET. 


Sir,—In your issue of Dec. 2lst last Dr. Muir Evans 
quotes a prescription, published in 1676, for making 
medicated beer, which includes horse-radish and scurvy- 
grass. The same use of horse-radish was recommended still 
earlier by Dr. John Woodall in ‘‘The Surgeon’s Mate” 


(published in 1617), where he says that “ Horse-radish | 


sauce alone, or mixed with beer, is exceeding good.’’ Dr. 


Woodall suggests also using herbs, including scurvy-grass | 


and sorrel, in new milk or whey. There is an early tribute 
to the usefulness of scurvy-grass in the account by Gerrit de 
Veer of the voyages of Willem Barentz (1594-97). 


“There to our great good we went on land, for in that island we 
found great store of leple leaves (lepel-bladeren, spoonwort or scurvy- 
grass, Cochlearia officinalis) which served us exceeding well; and it 
seemed that God had purposely sent us thither, for as then we had 
many sicke men, and most of us were so troubled with a scouring in our 


bodies (schorbok, scurvy) and were thereby become so weak that we | 


could hardly row, but by means of those leaves we were healed thereof : 
for that as soone as we had eaten them we were presently eased and 


healed, whereat we could not choose but wonder, and therefore we gave | 


God great thanks for that and for other his mercies showed to us, by 
his great and unexpected ayd lent us in that our dangerous voyage. 
And so, as I sayd before, we eate them by whole handfuls together, 
because in Ilolland we had heard much spoken of their great force; 
and as then found it to be much more than we expected.” 


But later Arctic explorers have, I believe, expressed the 
opinion that sorrel (Rumex acetosella) is more effective than 
scurvy-grass. I am, Sir, yours faithfully, 

Dec, 23rd, 1918. A. HENDERSON SMITH. 


A NASAL DOUCHE. 

WE have received from Messrs. Hewlett and Son, Charlotte. 
street, London, E.C.,a neat and convenient form of nasa! 
douche. Its appearance is that of a small bulb-shaped 
pipette, and it consists of a glass tube about 4 inches long, 
closed at one end and having at the other end a pear-shaped 
bulb with an orifice to allow the medicament to escape. 
The central part of the tube is a bulb into which the 
medicament is poured through an orifice which also serves 
asa vent-hole. The closing or unclosing of this hole by the 
finger controls the flow of the fluid. As the douche is made 
of toughened glass it can be sterilised by boiling without 
fear of breakage. 


COLONIAL HEALTH REPORTS. 

British Guiana.—Mr. G. B. Greene, Assistant Government 
Secretary, in his report on the Blue-book for 1917, states that 
the estimated population of the colony on Dtc. 3lst was 
313,999—163,405 males and 150,594 females. The birth- ani 
death-rates per 1000 of the population of the several races 
representing the community were as follows :— 


Race. Birth- Death- Race. Birth- De ath 
rate. rate. | rate. rate 
juropeans other 7 | 
than Portuguese. 96 137 | Chinese .. .. ... 256 235 
Portuguese ... ... 259 312 Blacks... ... .. 279 29-9 
Kast Indians... ... 276 33:1 Mixed races ... ... 32°00 21°5 


The number of deaths of children under 1 year of age 
was 1781, or 199 per 1000 births. The mean rate for the 
previous five years was 183 per 1000. The six principal 
causes of death throughout the colony during the past 
five years are given by the Registrar-General as follows: 
Bowel complaints (including dysentery, diarrhoea, and 
enteritis, &c.), 154 per cent. of the general mortality ; 
fever (malarial and other), 14-3 per cent.; pneumonia and 
bronchitis, 12:2 per cent.; kidney diseases, 9°6 per cent.; 
| diseases of early infancy (including premature birth, 
| infantile debility, &c.), 8°9 per cent.; and phthisis and other 
| forms of tuberculosis, 6° er cent. Enteric fever is a 

notifiable disease; during 1917 723 cases were notified, with 
123 deaths. Antimalaria and antimosquito measures are 
| being generally and gradually enforced, with visible signs of 


| success. Ankylostomiasis, which has engaged the attention 
| of the medical department for several years, has consider- 

ably decreased on the sugar estates; this is attributed to 
improved sanitary measures and the erection of latrines. 
The hospitals and asylums of the colony were maintained 
during the year in their usual efficient condition. There are 
five public hospitals in the principal centres of population 
and the outlying districts are served by dispensary hospitals 
and dispensaries. The immigration law also requires the 
| maintenance of hospitals on every plantation on which 
| there are indentured East Indian labourers, and those 

institutions are available for the treatment of emergency 
| and pauper cases from the general community. There were 
| 439 patients in the public hospitals at the beginning of the 

year, and 13,271 were admitted during the year; there were 
| 1413 deaths. In addition to those admitted to hospital out- 
| door treatment was given to 55,388 persons. At the Leper 
| Asylum there were 297 patients when the year began— 
| 205 males and 92 females. During the year 71 were admitted. 


Enquirer.—It has been explained in our columns, but we 
| will make an opportunity for repeating the information. 


THE price of the book entitled ‘‘ Married Love,” reviewed 
in THE LANCET of Dec. 28th, 1918, is now 6s. 


Burberrys’ annual sale takes place as usual in the montiis 
of January and February at their Haymarket, London, 
house, and affords the opportunity to cbtain from their 
surplus stock, at about halt the ordinary cost, any of their 
weatherproof topcoats, suits, and gowns, 


At the last meeting of the Taunton town council it was 
decided to appoint Dr. H. J. Alford consulting medica! 
officer of health and school medical officer at a salary of 
£350 per annum. 
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